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Nc you have these basic Saunders books? 
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Creighton’s 
Law 
Every Nurse 
Should Know 


> 


Know your legal rights and duties 
This little book 


easy-to-understand terms, the facts 
about law that directly concern you. 
Facts that will help you avoid legal en- 
tanglements and enable you to better 
protect your rights. 

The author is both a nurse and a 
lawyer. She clearly explains the li- 
ability of a hospital as an employer 
and the liabilities—as employees—of 
the student nurse, general duty nurse, 
private duty nurse and practical nurse. 


concise describes in 


The contracts you are likely to make 
with your employer are discussed—the 
elements of a valid contract—what to 
do when your employer breaches a con- 
tract—how to terminate a valid con- 
tract. 


Explains negligence and 
malpractice 

The most common acts of negligence 
and malpractice are described to help 
caution you against these troublesome 
pitfalls. Actual cases are given involv- 
ing wrong medication, falls, and burns. 
Other useful legal information you will 
want to have handy includes such 
topics as abortion, narcotics, autopsies, 
wills, the meaning of licensure, dying 
declarations and what is required of you 
when called upon to testify as a wit- 
ness in court. 

By Heten Creicurox, BS.N., R.N., A.B., 
A.M., J.D., Member of the Bar of the Dis- 
trict of Columbia: Assistant Professor, 
Georgetown Urntiversity School of Nursing; 
Chairman of the Committee on Membership, 
Graduate Nurses Association of the District 
of Columbia. 197 pages. $3.50. New! 





Brooks’ 
Basic Facts 
of 


Pharmacology 


> 


Briefly describes today’s drugs 

All important drugs in use today are 
concisely described in this fascinating 
little book. Emphasis is on how the 
drugs act. This makes the facts easier 
for you to remember, because they 
are in related groups. 

Amazingly concise 

You will appreciate the conciseness of 
Dr. Brooks’ style. He gives you just 
the facts you want about the use of the 
drug, effects, administration and dos- 
age. 

Some of the drug groups covered are: 
Drugs acting on the central nervous 
system; automatic agents, drugs act- 
ing on the heart and blood vessels; 
anti-infectives: hormones; and drugs 
acting on body surfaces. 


Clever illustrations 


Tables and illustrations clarify the va- 
rious classifications of drug action. You 
can see at a glance what would take 
many paragraphs to explain, 


Generic terms are fully explained in- 
stead of the many confusing trade 
names for the payent drug. 


Toxicology is included in the descrip- 
tion of the individual drugs and in a 
separate chapter. All the pharmacologic 
and medical terms used in the text are 


defined in the glossary. 
By Stewarr M. Brooks, Ph.D., B.S., M-S., 
Instructor in the Sciences, School of Nurs 
ing, Muhlenberg Hospital, Plainheld, New 
Jersey. 323 pages, illustrated. $4.00 








Hansen’s 
Study Guide 
and Review 
of Practical 

Nursing 


> 





Brush up for state licensure 
With this complete study 
have concise outlines of every 
in the practical nursing curriculum. It 
gives you a quick, clear review and 
helps you brush up on current’ prin- 
ciples and_ practices. 


helper you 
course 


Covers all aspects of nursing 

The material is classified into easy-to- 
study units with subdivisions. Some of 
the topics included are: Vocational Re- 
lationships, Maintenance of Health, 
Emergency Care, Care of the Mildly Ill 
and Convalescent, Nursing the Aged, 
Long Term Illness and Disability, Nurs- 
ing the Mother and Newborn Infant, 
Nursing in Infancy, Childhood and 
A dolese ence, 





Questions and answers 

641 questions with multiple choice an- 
swers, similar to the ones on the licen- 
sure exams, offer you an excellent op- 
portunity to test your knowledge, They 
cover the eyeryday situations you are 
likely to encounter. Correct answers 
are in the back of the book. 


Fits any curriculum 

This book is arranged to fit any cur- 
riculum so it can be easily used by 
students in organizing notes or study- 
ing for tests. 

Discover how easy reviewing for licen- 
sure can be with Hansen’s Study Guide. 
By Heten F. Hansen, R.N., M.A... formerly 


Executive Secretary, Board of Nurse Ex- 
aminers, California. 419 pages. $3.75. 
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T 1ese are texts you will want to consider 














for class use 


LABORATORY EXERCISES IN 
ANATOMY & PHYSIOLOGY 
by Dorothy M. Parry. 

FOR USE WITH ANY TEXT. $3.00 


CHEMISTRY VISUALIZED AND APPLIED 
by Armand J. Courchaine. 


Second edition, 1957. $5.50 


SIMPLIFIED CHEMISTRY EXPERIMENTS 
by Armand J. Courchaine. 


A laboratory manua!. $2.00 


MODERN CONCEPTS OF 
COMMUNICABLE DISEASE 
by Morris Greenberg and Anna V. Matz. 


An excellent text and reference. $5.50 
TEN LESSONS IN THE MATHEMATICS 
OF DRUGS AND SOLUTIONS 
by Dorothy M. Parry. 
A workbook for the beginner. $2.20 
LIVING AGENTS OF DISEASE 
by James T. Culbertson and M. Cordelia Cowan. 
A modern text in microbiology. $4.90 
LABORATORY MANUAL IN MICROBIOLOGY 
by Elizabeth S. Gill and James T. Culbertson 
A simplified manual and workbook. $2.00 
ESSENTIALS OF NURSING 


by Helen Young and Eleanor Lee. 





A text on basic nursing for beginning students. $4.00 


A LABORATORY MANUAL IN COOKERY 


by Doris Johnson. 


Thousands of students use this workbook every year. $2.25 


MODERN DIETETICS 


by Doris Johnson. 


A text for the nutrition courses. $4.50 


FOUNDATIONS OF HUMAN BEHAVIOR 
by Theresa G. Miller 


The course in psychology for nurses. $4.50 


THE NURSE IN THE PUBLIC HEALTH PROGRAM 


by Pearl Parvin Coulter. 


Especially recommended for the besic 
course in Public Health Nursing. $4.75 


SOCIETY AND HEALTH 
by Walter E. and Jean K. Boek. 





A sociology text with integrated 
knowledge from many disciplines. $4.50 


Instructors may wrile for review copies. 
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For the geriatric patient, warm 
11 attention is essential. In this 
iph, the author of the article on 
standing Ourselves” (page 10) 
ith Mrs. Bertha Lewis, a patient 
Vermont State Hospital. (Photo- 
y Helen Barry, Waterbury, Ver- 


Mary R. Lester, R.N., B.A., M.P.H., describes the 
role of the Public Health Nurse combatting typhoid 
fever. (Page 8) Miss Lester is a graduate of Gra- 
nada College (now a part of Millsaps College) in 
Mississippi and of the Baptist Memorial Hospital 
School of Nursing in Memphis, Tenn. She earned the 
M.P.H. degree at the University of Michigan. Ex- 
cept for a tour of duty with the Army Nurse Corps, 
Miss Lester has been in public health nursing since 
1936. She was Chief Nurse with the International 
Cooperation Administration Technical Mission to 
Laos-Cambodia-Vietnam, 1953-55, and is now Chief 


he Nursing Section, Epidemiology Branch, at the Communicable 


Disease Center, USPHS, Atlanta, Georgia. 


Alice M. Robinson, R.N., B.S., M.S., contributes the 
first of three articles about “Communicating With 
Nursing Staff’; Part I, “Understanding Ourselves,” 
begins on page 12. Miss Robinson is an alumna of 
the Duke Univ. School of Nursing; she earned the 
3.8. degree at Catholic Univ. and the M.S. degree 
at Boston Univ. She served in the Army Nurse 
Corps from March 1945 to July 1946. In the course 
of a very active career in psychiatric nursing and 
in nursing education, she has found time to work 


Alice M. Robinson as a committee member or guest speaker for many 


State and national organizations. 


Elmore M. Fields, M.D., graduated from the Long 
Island College of Medicine and interned at the 
Israel-Zion Hospital in Brooklyn. During World 
War II, he served for three years with the Army 
Medical Corps. Since his return to civilian life, Dr. 
Fields has been practicing in Hempstead, N. Y., as 
a specialist in pediatrics and pediatric endocrinolo- 
gy. His first article for Nursing World (one of 
many published papers by Dr. Fields) discusses his 
treatment of metabolic insufficiency and hypothy- 


Elmore Fields, M.D. roidism in children (page 22). 


Marie I. Rasey, Ph.D., has some provocative ideas 
about “The Dynamics of Teaching,” page 30. Dr. 
Rasey, a graduate of the University of Michigan, 
is highly regarded in Detroit and at Wayne State 
University for her community leadership. Under ar- 
rangements with the Rockefeller Foundation (1930- 
34), she organized and conducted a widespread 
program of parent education. Later, with Dr. Edith 
Hale Swift, she founded “Rayswift,” which began 
by bringing together teachers and social workers; 


Marie Rasey, Ph.D. in 1941, it evolved into a research center for work 


Rita 


with superior children who are handicapped. 


Rita Ann Gibboney, R.N., author of “Mental Hy- 
giene in Public Health Nursing,” (page 33) is a 
recent graduate of the 3-year diploma program at 
the Mt. Carmel Hospital School of Nursing in Co- 
lumbus, Ohio. At the time when her article was 
written, she was enrolled in the Nurse Residency 
Program in Psychiatric Nursing, which was es- 
tablished in Ohio in the fall of 1956. Her immediate 
goal is the acquisition of a certificate in psychiatric 
nursing, after which she will devote a year to re- 
in Gibboney turn service in one of the hospitals in Ohio. 
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Public Health Nursing 
Responsibilities in the 


The methods and techniques of 
epidemiological investigation 
are particularly important in 
the prevention of the disease. 


CONTROL OF TYPHOID FEVER 


by Mary R. Lester, R.N., M.P.H. 


Chief of Nursing Section, Epidemiology Branch, Communicable Disease 
Center, United States Public Health Service, Atlanta, Georgia 


VERY nurse concerned with patient 
E care or community health shares 
the responsibility for the preven- 
While this discus- 
health 


reviewing 


tion of typhoid fever. 


-ion directs attention to public 


nursing responsibilities, in 
it will not be difficult for 


nurses in other service areas to recognize 


these ftunctions, 

the specific contributions which they, too 
in make to the patient and community 
In the control of typhoid fever, as is 

true for any communicable disease, the 


health 


he alth of er: she 


public nurse is deputy to the 
is delegated legal re 
-ponsibility for preventing cases and out 
breaks and authority to institute control 
measures approved by the agency 

The incidence of typhoid fever in the 
since the be- 


I S. has declined steadily 


sinning of the twentieth century; in spite 
of increased population, the death rate 
has dropped from 31.2 per 100,000 per- 
sons in 1900 to less than 0.044 per 
100,000 in 1954.!-4 

This downward trend tends to give us a 
In our urbanized 


breaks in 


false sense of security 
cuntry, slight or temporary 


the sanitary systems can bring havoc 


Highly developed food and milk process- 
ing and distribution operations are poten- 


tial hazards in the spread of enteric in- 


fections. Increasing risks of infection 
must be recognized in expanded travel 
and numbers of large gatherings through- 
out the and 
tional commerce; rapid growth of towns 
and cities with inevitable strain on water 
supplies and sanitary facilities; populari- 


world; interstate interna- 


ty of public eating places; the suppres- 
sive action of commonly used drugs; and 
other factors in our modern society. 

In 1956, for example, 133 
typhoid fever were reported during the 
first 17 weeks of the year in twelve North 
Central States where the average inci- 
dence during corresponding periods in 
the preceding four years was 72 cases.® 
In the summer of the same year, a church 
camp in Missouri accounted for 22 cases 


cases ol 


among 550 people, involving 7 of the 15 
States represented at the camp." While 
-imilar outbreaks are reported much too 
frequently, the present problem is the 
sporadic case—proof that a carrier, rec- 
ognized or unrecognized, is present and 
is capable of causing other infections. 
Prompt follow-up of reports is essen- 
tial, not only as a courtesy to the report- 
ing physician, but because information 
obtained early in the illness is usually 
more accurate; the family is psycho- 
logically ready for effective teaching; 


and protection to the family and con 
munity is greater if control is institute 
early. The period of communicabili 
may be short, but spread contacts enter 
ing the communicable stage may be 
fective to others; immunization can be 

value early, where even a few days late 
its effectiveness is reduced.* 

The specific procedures in followin: 
through on a reported case fall into 
chronological pattern in which the e; 
demiologic investigation is the basis + 
control. Its to determi! 
the source and method of infection, dis 
cover others who may be infected, a! 
additior 


purposes are 


prevent the occurrence of 
cases. 

The first step is to confirm the diaz 
nosis. To early control, t! 
physician may report a suspected case! 


fore it is possible to make a definite d 


promote 


nosis. Three approaches are availa! 
to the nurse to assist in confirming 

suspected diagnosis: the clinical histor 
epidemiological findings, and laborator 


tests. By interviewing in the home 


an established case record, and seeing! 
patient later in the illness, the nurs 
be able to obtain additional signifi 
formation and to observe symptoms ! 
apparent at the time the patient w 
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She can observe the 
take 


information in 


of th physician. 


n o nd surroundings, time te 


nd interpret the 


to the total situation. If speci- 


al 


om the patient and contacts have 
, submitted for laboratory tests. 
ditional tests are needed, she may 
or arrange for the collection of 
ndicated by information she ob- 
[he nurse interviews not only the 
rson, but well persons, too, and 
ets her findings in relation to the 
ment. She may discover similar 
rted illnesses in the area, or she 
irn that the source was outside of 
mediate vicinity. The overall pic- 
often helps to define the undiag- 
illness or it may lead to a changed 
agnosis. 
In recording the case history and iden- 
the data, 


giving 


tifying information must be 


pec ihe, 


develop- 
nent To obtain 
, useful history, the nurse must have ade- 


From 


chronological 
with attention to dates. 


quate knowledge of the disease. 
the digestive tract, the bacilli enter the 
hlood stream early in the infection, usual- 
y within the first ten days. As body de- 
fenses become active, endotoxins are re- 
eased, producing symptoms of disease. 
Onset is usually gradual, with slightly 
levated temperature and increasing body 
whes, anorexia and weakness, but it may 
e abrupt, with chills, fever and respira- 
tory or central nervous system symptoms. 
lypically, the infection has three definite 
the 
and 


phases: one of step-ladder fever; 


or sustained-fever 


stage; 


defervescence, or declining fever 
ind — phase. Occasional mild, atypical infec- 
instit we woenteed 
ons go unrecognized, 
\, 

nicabil lt is important to record not only treat- 
“ts enter ent given by the reporting physician, 
’ he . . 
ry it any treatment given by other physi- 


The 


type of medication, and the stage of the 


can be ians, and home remedies as well. 


ays late 
lisease in which it is given, influence the 
nterpretation of clinical and laboratory 
Antibiotics mask symp- 
loms and suppress positive results in lab- 


findings. may 
ratory tests; drug allergies can confuse 
the clinical picture. With modern drugs, 
less frequent 
They do occur. 
and their epidemiological si 
ince should not be overlooked. 

one attack of the 
se confers lasting immunity. In the 


complications are much 


than in former years. 


dditior however. 


u- 
re 


most instances, 


, ximately two per cent of cases re- 
ute diae orted to have recurrences, either a dif- 

strain of the organism or a massive 
' if the same strain may be respon- 
| histor ‘ible. While and are 


borator ly susceptible, over long periods of 


males females 
there are usually more male than 
‘cases at all ages. 

! isidering the incubation period of 
heant 8 days (average 10 to 14 days), the 
tries to determine the source of the 


ion. She must be aware of the oc- 
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casional case that has a_ prolonged in- 
cubation period; atténtion may need to 
he directed beyond the 30 days immedi- 
ately preceding the onset. Typhoid fever 
Salmonella typhi (B. 
typhosa, Eberthella typhosa), a bacillus 
readily distinguishable by laboratory 
tests from other enteric agents and by 
biochemical and differences 
from the many other strains in the Sal- 
monella group. The infection is 
tracted only by the ingestion of S. typhi. 
Transmission is by direct contact with 
infected body discharges of a patient or 
carrier, or by indirect contact through 
contaminated food and fomites. 
The bacilli have been found on the bodies 
and feet and in the intestinal canals of 
flies, and it is possible that flies may 
the organisms from human 
excreta to food or may contaminate food 
by their own feces. 


is caused by 


antigenic 


con- 


water, 


transfer 


From whom were the bacilli in the 
case under investigation contracted? To 
find the answer, we need to know the ex- 
periences of the patient at the time in- 
fection may have occurred. What did he 
do in the 30 days prior to onset that other 
household contacts did not do? (Swim- 
ming. fishing, camping, picnic, church 
supper, etc.) Who else had similar ex- 
perience? Contacts in the home and out- 
side, specific places the patient visited or 
where he ate away from home during the 
30 days prior to onset, and visitors and 
the dates of visits to the home are listed. 
The sources of water, milk, dairy prod- 
ucts, and other foods are important, par- 
ticularly any unusual sources or foods 
used in the 30 days prior to onset. Be- 
cause carriers may discharge the organ- 
isms intermittently, questions must be 
specific typhoid, 
“slow” or other long-term fevers in the 


regarding previous 


contacts, and the patient’s association 
with these people. 

Following clues obtained in the home, 
the nurse interviews contacts in the home 
and outside; she gets histories of typhoid 
fever and other illnesses, including mild, 
undiagnosed ones, in the area; she asks 
about food and milk handlers, 
and babysitters; and she notes environ- 
mental factors. 


nurses, 


She reviews dates of ex- 
posure and onset to define the primary, 
index, and possible secondary cases. In 
many instances the reported case is not 
the primary (first) case to occur in the 
area, but is the index (first recognized) 
case. Either may be the source of the 
and both may cause additional 
(secondary) cases. What other persons 


other, 


may have been infected from the same 
source as the known case? Try to deter- 
mine factors common to the initial and 
other cases under investigation. 

To whom may the present patient have 
transmitted the infection? To whom may 
he transmit it unless suitable precautions 


are observed? Patients are infectious to 


others as soon as typhoid bacilli appear 
in the feces and urine, and they remain 
so as long as they are excreting organ- 
isms. Most persons with typhoid fever 
discharge the organisms through the lat- 
ter half of the acute infection (third and 
fourth weeks) and most will be negative 
by the end of the fifth or sixth week; 
some will continue to throw off bacilli 
for a period of several months; and 2 to 
4 per cent of them, particularly persons 
over 40 years of age, will become perma- 
nent fecal or urinary carriers.5 A perma- 
nent carrier is usually defined as a per- 
son having positive stool or urine cultures 
over a period of twelve months; he may 
or may not have had a recognized case of 
typhoid fever. About 80 per cent of all 
known carriers are women. Individuals 
with recognized or unrecognized illness 
and carriers form the reservoir of infec- 
tion. 

The nurse will need to help the patient 
remember situations during his incuba- 
period, illness and 
when he might have contaminated food 
or water used by others. She 
evaluate his consistency in practicing 
good personal hygiene and find out if the 
family member who cares for the patient 


tion convalescence 


should 


understands the importance of handwash- 
ing after giving care. The public health 
nurse can gain valuable assistance from 
the sanitarian, who is better qualified to 
determine the safety of excreta disposal 


for the home and community water and 
excrefa disposal systems, and to inspect 
milk and food sources and handling. 

Should an epidemic develop, the in- 
vestigator needs to bear in mind that the 
incubation period may be shortened. 
Water-borne outbreaks are usually char- 
acterized by comparatively long incuba- 
tion periods, with a sharp increase in 
cases, rapid rise to a peak number, and 
abrupt decline in incidence. Depending 
on the amount of infection and its spac- 
ing, milk-borne outbreaks may be either 
sharp or prolonged; there are usually 
multiple primary cases in a household 
but, as a rule, few secondary cases; ill- 
ness is often milder than it is with water- 
or food-borne infection. Food-borne in- 
fections tend to have the shortest incuba- 
tion period. 

In most instances, the nurse will collect 
or arrange for laboratory specimens from 
the patient and Specimens 
should be collected before treatment is 
begun; if this is not possible, they should 
be collected and submitted with the type, 
amount, and date of treatment noted on 
the laboratory request. 


contacts. 


All specimens must be handled with 
precautions. The family needs to be ade- 
quately instructed to collect them in 
clean vessels; place a specified amount 
in the container, using care not to soil the 
outside; pack wellin double mailing car- 
tons, with proper identifying data; mail 
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+ 


Agglutination 


— — 


r 


+ 


Blood culture 


sewage culture 


Sputum culture 


—ulture of material | 


trom other sites 


Woter culture 


Bacteriophage | 
typing | 
| 


_+___—_—_— 


USUAL 


Venous blood, 10 cc 
Serum or clotted blood) 


unpreserved 


LABORATORY TESTS AVAILABLE 


TABLE | 


IN CONFIRMING A DIAGNOSIS OF 


TYPHOID FEVER 





Appropriate Time to Collect Specimens 





Di agnostic 


Release 


Significance of Test 





3-7 days after infection — small 
percent of cases positive 

16-22 days — maximum no. posi- 
tive, gradually decreasing 

May remain positive months 
after convalescence 

Carrier usually positive 

Acute and convalescent speci- 
mens necessary to observe 
change in titer 


Positive reaction highly suggestive, but not satisfactory 
evidence of disease. Indicotes presence of antibodie 
which may be due to infection with S. typhi or other 
Salmonella; immunization; of stimulation of antibody ; 
duction by o quite different infection. 

O titer generally rises first; may reach 1:640 or greater 
while H titer is absent or low. H increases during convo- 
lescence, may become higher than O, and be present longer 
Example: H titer of 1:50 or 1:250 of little significance in 
unimmuni zed person, but H titer of 1:50 early in illness 
followed by H titer of 1:250 a week later is highly sugges. 
tive of acute infection. 

Vi antibody thought to indicate either active infection o 
carrier state 





Venous blood, 10 cc 
clotted whole blood, or 
blood mixed with preser- 





votive supplied by 
laboratory. 


Incubation up to 4-6 weeks 
Maximum no. positives during 
first 10 days of disease, de- 
creasing as time interval in 
creases 


A negative does not mean absence of infection; blood may 
hove been taken too early or too late in the disease; foi!- 
ure to isolate organism may be due to treatment. 
Positive indicotes either an acute infection or carrier 
state. 





Rectal swab. Plate 
in field; place in tube of 
medium supplied by lab 
or deliver to lab. before 
drying occurs 
2. Fresh stool — 2 gms 
emu!sitied in a preserva 
tive supplied by the 
abor atory 


Fresh urine —5-15 mi 
unpreserved if delivered 


to lab. immedi otely; 
placed in buffered glycerol} 
saline or other preservo- 


tive if delivery is delayed 


»wabs from sewerage 


Sy stem 


— © 
Fresh sputum, unpreserv 
ed if delivered to lab. im 
mediately; placed in 

preservative supplied by 


lab. if delivery is delayed 


EEE ae 





Incubation up to 4-6 weeks 
Maximum no. positives during 
fastigial and defervescence 
stages 

Series of 3 specimens, 24-48 
hours apart recommended 





Bacilli appear in urine about 
same time as, or slightly later 
than in feces 

May occasionally be found during 
stepladder phase of fever; iso- 
lated with increasing frequency 
during fastigial,defervescence 
and convalescent phase, and may 
persist for several months after 


recovery 


Series of 3 specimens col- 
lected not less than 24 
hours aport, and not earlier 
than one month after onset 
If antibiotic therapy 

has been used, not eorlier 
than 90 days after onset. 

If any of series is positive, 
repeat at 6, 9 and 12 months 
after onset. 

Those remaining positive at 
12 months must receive car- 
rier supervision. 





A negative does not mean absence of infection; specimen 
may have been taken too early or too late in the disease, 
failure to isolate organism may be due to treatment 
Positive is diagnostic of active disease or of carrier 
status. Once permanent carrier status is established, it is 
not necessary to collect additional specimens unless 
cholecy stectomyis performed; series repected to determine 
if foci of infection are removed by surgery 

If there is reason to suspect stools are not from designated 
person, lycopodium (harmless vegetable dye) may be given 
on day prior to collection of specimen 





As indicated by epidemiologic 


data 


9 


Hobbs 
tion of carriers by systematic culturing of sewer lines 


and Lendon 7° report the tracing and identifico 





In presence of complicating 


pneumonia 


Some as for urine and 
feces 


A negative does not mean absence of disease, sputum may 
have been collected too early or too late in disease; failure 
to isolate organism may be due to treatment; of concurrent 
pneumonia may be due to other organism Positive is 
diagnostic 





Material trom rash, intes 
tines, gall bladder 
spleen, mesenteric 
glands, bone marrow 
other sites 


A hospital procedure 
Pertormed during iliness or at 
autopsy 


Urine, feces, sputum on 
same basis as for patients 
diagnosed by other means 


A negative does not mean absence of disease. Positive is 
diagnostic 





Water, 30-100 cc. col 
lected aseptically in 
special containers sup 
plied by lab. Unpreserved 
Refrigerate if delay in 
reaching leb 


Organisms from any of 
above specimens 


As indicated by epidemiological 
dota 


Following appropriate treat- 
ment or repair of supply 


S. typhi very difficult to isolate from water. Presence of 
coliform bacteria indicate fecal con*amination, and the pos 
sibility of typhoid organisms in the water 

Dye placed in the sewage disposal system has been recov 
ered 12-72 hours later in the water supply, indicating 


direct contamination 











Phage types (more than 30) are designated by letters o 


the alphabet and a numerical subscript (as Cc, E ). To 
find thot a patient has a phage type identical to a knowr 
carrier contact, or one discovered through epidemiolog 
investigation, helps to confirm a suspected source. If the 
case and carrier have different phage types, one can os 
sume thot the corrier was not the source of the current 
fection, and further investigation is indicated 
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resh; clean thoroughly, or dispose 
ly, utensils used for collecting; 
ish the hands well after preparing 
kage. 
jveration of specimens is not es- 
if they reach the laboratory within 
24 hours after collection, but fresh 
ens and rapid transportation are 
iry to prevent overgrowth and de- 
tion. Isolation of S. typhi from 
d specimens constitutes the only 
ve proof of the disease, The sooner 
nens are delivered, the greater are 
hances of recovering the organism. 
.ccompanying table lists the usual 
ratory examinations available to as- 
<jst in diagnosing typhoid fever. 

The characteristics of the infecting 
went give the basis for control. The ty- 
phoid bacillus is non-spore-forming, and 
therefore is relatively easily destroyed by 
1 temperature of 60°-C. for 20 minutes, 
y boiling, pasteurization, or drying. It 
levelops chiefly in the human body, but 
can live for long periods outside the 
body. Boiling or hyperchlorination will 
lestroy it in water, where it may live 
from several weeks 
though it does not multiply. Ice or snow 
nay remain infective for many months. 
\lilk and dairy products should be pas- 
teurized; bacilli are known to live in but- 
ter 4 months; cottage cheese 12 days; ice 


several days to 


The motile organism 
aintains viability in feces up to 10 days. 


ream 39 days. 
For safe disposal, recommended disin- 
fectants should be mixed thoroughly with 
the feces and permitted to remain for one 
iour in a covered container.” If sewage 
disposal is adequate, urine, feces, spu- 
bath water may be 
flushed, untreated, through the toilet. If 


there is 


tum, vomitus and 


any question of safety, they 

ould be treated before being placed in 
the disposal system. Blankets, bed cloth- 
ing, utensils and other fomites not ex- 
posed to sunlight may harbor viable or- 
canisms for several weeks; they may be 
boiled, autoclaved, adequately sunned, or 
washed in strong disinfectant, depending 
ipon the article involved. S. typhi are 
easily transmitied by contaminated hands 
strict and 
handwashing after defecating and before 
Fly con- 
trol and protection of food and utensils 
lrom flies should be practiced. 


tv food; personal hygiene 


handling food are important. 


Prevention of typhoid fever is basically 
matter of good sanitation and personal 
The American Public Health 
\ssociation has published recommenda- 


cl liness, 


tions for prevention, management of in- 
i 


ial cases, and epidemic control.” 
lations are determined by the local 
h authority, however, and vary in 
rent locales, 

efficacy of typhoid immunization 
control measure is currently being 
iluated.!"-18 Most authorities agree 
immunization on a selective basis 
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with a vaccine of high antigenicity is of 
value. Immunity conferred by vaccine is 
relative, offering varying degrees of pro- 
tection to an estimated 75 to 85 per cent 
of persons vaccinated. Protection de- 
velops gradually, reaching its maximum 
a week or two after the third injection. 
and then it gradually decreases. A safe 
level is maintained in some individuals 
longer than in others; a booster dose of 
vaccine years and upon 
known exposure is considered adequate 


every 3 to 5 


in most instances. At present mass im- 
munization is not generally advocated in 
the U. S.; rather, it is recommended that 
immunization be offered to persons sub- 
jected to unusual exposure through travel 
or occupation, those living in the vicinity 
of known carriers or in areas of high 
endemicity, and to certain institutional 
populations in which maintenance of 
sanitation is dificult. Immunization sup- 
plements, but cannot replace, good per- 
sonal hygiene and community sanitation. 
The public health nurse, through evaluat- 
ing priority problems and personnel and 
funds available to meet the demands, can 
help to determine the extent to which an 
agency offers typhoid immunization. It 
may be found that adequate case investi- 
gation and carrier supervision are more 
productive in the control of typhoid fever 
than is large scale immunization. 

Immunization of contacts is of ques- 
tionable value as protection against the 
current exposure, but since the patient 
and contacts may continue to be exposed 
to the original source, immunization is 
advisable. Some immunity may be de- 
veloped in individuals in whom the in- 
fection is not already incubating.* 

For years, nurses have carried out in- 
and practiced and 
taught control measures with varying de- 


vestigations have 
grees of understanding and thoroughness. 
We have not called our activities epi- 
cemiological investigations—and in many 
instances they did not deserve to be 
called that. To make good investigations. 
we must know the characteristics of the 
etiologic agent involved, the reservoir of 
infection, and the method of transmission 
To do effective 
scientific 


teaching. we must have 
facts. To help in prevention 
and control, we must understand the sig- 
nificance of the various factors involved; 
we must find the answers to what? how? 
who? where? and when? In _ typhoid 
fever we know that what is S. typhi and 
that how is ingestion of S. typhi. To pre- 
vent additional infections, we 
out who, where and when 
that occurs and provide 


find 
for each case 
the necessary 
supervision to prevent recurrence. 


must 
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Problems of communication, now receiving emphasis in 


many fields of nursing, are discussed in this first 


article of a series on the subject by a nurse educator. 








Communicating With Nursing Staff: 
PART 1. 


Understanding Ourselves 


by Alice M. Robinson, R.N. 


Director of Nursing Education, 
Vermont State Hospital, Waterbury, Vermont 





K of communication is the greatest 
igle problem area in psychiatric 
rsing. We have, to a great ex- 
iccessfully evaded this problem in 
yy mightily concerning ourselves 
ick of personnel, aide education 
gislation, lack of money and sup- 


4 4 A io 
nursing education, and the “back- 


position of registered nurses in the 
itric field. What we really need 
k at, and look at diligently, is the 
learned to com- 
workers, our 


This 


ent allows for indignant criticism, 


not 
fellow 


hat we have 
ate with our 

nor with psychiatrists! 
here are exceptions to the rule; but 
ir great, sprawling public institu- 

housing hundreds upon hundreds 
patients, the “hide” in the 


s. treatment rooms, classrooms, and 


nurses 


il-surgical buildings. 
his is not the fault of the nurses; it 
the fault of any one group. It is a 
g which has come to pass in psychiat- 
Our responsibility is to 
each of us—in a motivated 


ric nursing. 
remedy it 
and individual way. 

This article is the first in a series of 
three designed to help nurses with those 
problems in communication which seem 
to arise inexorably in the process of mov- 
ing toward good nurse-patient relation- 
ships. 

In order to fully understand communi- 
cation between human beings in its totali- 
ty, a comprehension of the self is all-im- 
portant. What takes place in any inter- 
personal relationship event is dependent 
ipon the individualities of those persons 
oncerned in the One’s inherit- 
ance, background, and the sum total of 
will condition 


event. 
me’s personality design 
oth the initial reaction and the ensuing 
response to someone else or to a group. 

To deal with others in a satisfactory 
and productive way..we must first learn 
to deal with ourselves. In a mental hos- 
pital, in fact, in any hospital, we have to 
relate, constructively, to our coworkers, 
the personnel in other departments, visi- 
tors, and the hospital administrative hier- 
archy, before we can be therapeutic* 
with our patients. 

lf, for purposes of limitation, we pro- 
pose that nurses communicate important- 
ly in four areas—with one another, with 
others in the hospital-community, with 
hospitalized patients, and with those who 
are within their most personal sphere, we 
can also propose that the first is the most 
dificult. First of all, we do not take the 
trouble to ldok at either be- 
cause we don’t like to or because we are 
satisfied with 
buil 


ourselves, 
ourselves. Secondly, we 
up magnificent defenses for our- 
selves which we cannot share with others. 
and we find it difficult to recognize them 


*The term “therapeutic” as used here 
means the warm and consistent nurse-patient 


iship which is constructive for patients. 
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as maneuvers which others also use 
(mental mechanisms). 

In order to understand a little better 
why it is so difficult to honestly communi- 
cate with one another, let us think, for a 
moment, of the psychiatric theory of 
mind levels—that is, the 
sciousness. People on a ship approach- 
ing an iceberg actually see only the 
smallest section of it rising above the wa- 


levels of con- 


ter. If the ship passes close to the ice- 
berg, another shadowy portion of it is 
seen just below the surface. But the vast 
bulk of it remains darkly hidden many 
feet below the water. We 
scious mind—that is, the total area of 
our and perception. It is 
available to us through our senses and 


“cee” 


our con- 
awareness 


the tenuous asset of recall and memory 
We can compare it to the visible part of 
the iceberg—the smallest part. The 
shadowy section, just below the surface. 
(some of which is also available to re- 
call), and also only a small part, we call 
the subconscious mind. The part of the 
iceberg which, although the largest, is 
not seen, we can compare to our uncon 
scious mind. Sometimes it is just this 
hidden part that damages or sinks the 
ship! So it is with the unconscious. Al- 
though we are not aware of our uneon- 
scious, it can cogently affect our reac- 
tions and behavior. A good deal of our 
mental content, then, is actually not avail- 
able to us. A certain amount of honest 
exploration, however, will reveal many 
things that can be immensely helpful to 
us in our relationships with others. 
There is something to be said for hav- 
ing a good heart-to-heart talk with our- 
selves in a mirror. Many of the most fa- 
and gifted and 
practice their roles before a mirror. They 


mous actors actresses 
are studying the effect they produce on 
others. We can do the same—literally! 

Other than such revelation as we can 
accomplish by means of intensive and 
thinking in_ this 


there are other relatively available ways 


persevering manner, 
in which we can discover our real selves. 
look the 
mirror figuratively. All involve exploring 
We 


talk about our feelings and experiences 


In other words, we can into 


ourselves with someone else. can 
with spouse or close friend(s). This in- 
volves some liability, though, because we 
permit ourselves—and are permitted— 
to be rather intensely subjective. It is 
also to be remembered that we tend to 
nurture one another’s “neurotic” needs 
simply because of the affection and pro- 
tectiveness we afford one another. 

\ job counsellor or 


often be helpful. Again, there is an ele- 


supervisor can 
ment of danger, because, in actuality, 
job-counselling of employees should be 
limited to job problems and only those 
ebvious aspects of the employee's be- 
havior which affect the job. If, in the 
self-revelation takes 


process, certain 


place, it is all to the good, provided such 
material can be handled by the employee. 
A job-counsellor or supervisor should be 
adequately prepared to refer an employee 
to a more personal kind of help, should 
such a need be indicated. 

This latter, more personal, type of help 
is the available for self- 
Psychotherapy, either individ- 
ual or group, can help some persons to 


other method 


scrutiny. 


master problems instead of being mas- 
tered by problems. At the group level, it 
can be very painful and traumatizing for 
certain members. All too often an insti- 
tution (particularly psychiatric) will ad- 
vocate “group work” for its various em- 
ployees, without giving much thought to 
the fact that not all people respond in 
the group situation, and, in fact, some 
Such _per- 
better with individual 
help, and can, legitimately, be so guided 


become unnecessarily upset. 


sons would do 
by the group leader. 

When a nurse or an aide begins a new 
the self should 
strict an analysis because of all the reali- 


job, not undergo too 
ty adjustments involved. It is necessary 
to meet a multitude of new people; there 
is the reaction to authority and/or dis- 
cipline (new rules and regulations, new 
procedures); the reaction to patients— 
and their degrees of illness. There is a 
“testing period” when one reaches out for 
friends can trust”—in 
(Rather frequently, 
we make mistakes in this regard.) 


whom I 
the job situation. 


“those 


Gos- 
sip, or rumor, is a potent influence dur- 
ing We hear “all kinds of 
things about everybody” from a number 
How do 


what to keep and what to drop? 


this period. 


we decide 
How 


dees the gossip affect our feelings and 


of different people. 


reactions to the job and to the people in 
the job? 

Once the new employee becomes rela- 
tively settled in the job, he begins to rec- 
ognize or feel that he is either accepted 
If the latter 
happens to be the case, there is a method 


or not very well accepted. 


for self-exploration which can be very 
helpful in terms of his discovering some 
of his own reactions and behavior in rela- 
tion to others. Using the following out- 
line, he can study one or a number of in- 
terpersonal relationship events (a “com- 
munication” with someone else which can 
be either good or bad) in a more objec - 
tive way: 

1) Description of surroundings — 


where, who, when, who present. 
planned or unplanned? 

What kind of relationship occurred 
for you and for other person(s) ? 
(Feeling 


tive?) 


tone—positive or nega- 
What signs did this person(s) give 
-as to real feeling? Did you express 
(verbally or otherwise) yours? 
Was anxiety expressed? In what 


(continued on page 35) 
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Realistic staging of a simulated enemy 


air attack on an urban area gave valuable 


experience to students at Union College, 


citizens of Lincoln, Nebraska, and 


State and Federal officials. 


by Amanda Sloane, R.N. 


Assistant Professor of Nursing at 
Union College, Lincoln, Nebraska, 
and Instructor at the Clinical 
Division of Department 

of Nursing, Denver, Colo 


a comprehensive 


civil defense demonstration 


NION College is a Seventh-day Ad- 
ventist institution located in Lincoln, 
Nebraska. 


ricula in the arts and sciences. 


It offers a variety of cur- 
For sev- 
eral years the department of nursing has 
included disaster nursing in its program 
for basic students and has conducted a 
demonstration of 


medical and nursing 


servi es that would be needed in the 
event of an enemy attack on an urban 
community. 

In the spring of 1957 the entire college 
participated in a Civil Defense demon- 
stration developed around a mock bomb- 


ing raid on the city of Lincoln and de- 
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signed to show the multiple services that 
would be necessary to care for survivors 
The demonstration had 
multiple objectives. It was a learning ex- 


znd casualties. 


perience in community service for all the 
students of the college, a practice exer- 
cise for about 170 Civil Defense officials 
from Nebraska and adjacent States, a 
pilot study for future Civil Defense train- 
United 
States, and an experiment designed to 


ing programs throughout the 
suggest to educators methods of teaching 
college students to meet emergency de- 
mands in their home communities. 

For the senior nursing students, the 


demonstration had special significance a 
it was the culmination of their instru 
tion in disaster nursing and provided a 


opportunity to synthesize their prevyiou: 


learning experiences and to apply thes 


to a new situation. For the nursing mé 


jors, the Civil Defense demonstration wa: 


a final examination in disaster nu 
ofiering problems designed to test 
ability to organize, plan, and fu 
as nurses in a challenging situation 

While Union College sparked the 
ect, it was in reality a community 
taking. 
Army and National Guard officers, Cv 


Private citizens, civic le 
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1 e officials, fire and police officers. 
ny others contributed time, equip- 
ind The 
ducted on the college campus un- 
der fheult the 
turned out to be raw and cold, with snow 


services. demonstration 


conditions, as weather 
ind ‘iting wind 

S it was necessary to compress into 
three-hour public demonstration activi- 
it might have required three or 
iys to develop after a real bomb- 
uring had to be done. 
students 


me pre-scruct 


Senior and freshman nursing 
ip 130 casualties with realistic-ap- 
injuries. Convincing and grue- 
fects were obtained by the ingeni- 
of tomato paste, cocoa powder, 
butcher shop bones, ‘animal joints and 
slashed One hundred 


casualties were prepared as litter cases 


pieces ol meat. 
of varying severity but including simple. 
multiple, and compound fractures, trau- 
natic amputations, severe lacerations and 


' 
contu 


sions. sucking chest wounds, and ex- 
Thirty “walk- 
ing wounded,” less severely injured and 


tensive burns. cases were 
ible to reach the field hospital alone or 


Walking cases 


id Jess severe burns, arm and hand in- 


with the aid of friends. 
iries, face lacerations, and eye injuries. 

and dazed. A 
few had no physical injuries but were in- 


me were just bruised 
structed to portray persons with hysteri- 
eal fright 


trauma . 


resulting from emotional 

An eleven-tent field hospital, borrowed 
rom the Nebraska Civil Defense Organi- 
and staffed for the 


ition, was set up 


ire of casualties. This hospital pro- 
led a triage or sorting unit, a forward 
itment area, a four-team operating 


mm, a pharmacy, a laboratory, a central 
] 


pply service, wards, and a food service 
tation. A portable generator supplied 
ectric current and oil barrels were used 


1 


lake improvised units. A 


was cleared and set up 


heating 
rge classroom 

nporary maternal and child health 
ition Facilities 


were prov ided_ for 


rgency deliveries and for the care of 
whose parents might have been 


l or injured. 


[he demonstration was set off by the 
lof an airplane and the detonation 
mulated bomb. Before anyone was 
tted to go to the aid of the victims 

1 been planted around the bomb- 


’ 


students with special clothing 


1 Geiger counters checked the area 

r lioactive contamination. Walkie- 

ilkie sets were used for communication. 

When the field was declared safe, the 
bearers moved in. 

Casualties were carried to the triage 

ting area where a rough estimation 

if ir condition was made. Victims 

lassified into three groups: (1) 


who might have a fair- to- good 
of life if given early treatment; 
ose whose treatment might be de- 
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layed with reasonable safety; and (3) 
those whose condition was practically 
hopeless. A forward treatment area gave 
first aid to those in need of immediate 
life-saving procedures. High priority was 
given to patients with severe hemorrhage, 
sucking chest wounds, fractures without 
dislocations, traumatic amputations, 
burns of moderate extent, and foreign 
bodies in non-vital areas. 

As soon as his condition permitted, a 
casualty was reuted to the Field Hospital 
where he might be assigned to a burn 
team, a shock team, or a blast team for 
supportive treatment before being sent to 
one of the four operative teams for sur- 
sery. Following surgery, the casualty was 
carried to the holding wards until he had 
recovered sufficiently to endure transfer 
tc a hospital in a back area. 

Transportation of casualties too far 
from the hospital for litter service, and 
from the field hospital to a permanent in- 
stallation, was accomplished by ambu- 
lances improvised from a helicopter, two 
jeeps, eight pick-ups, two trucks and a 
These required trafic control 
hecause they had to maneuver around lit- 


city bus. 


ter bearers, refugees, anxious relatives, 
and walking wounded. Auxiliary traffic 
police were recruited from faculty, stu- 
dents, and the community. 

A new dormitory under construction 
was considered to be a demolished build- 
ing with an unknown number of persons 
trapped in the wreckage. A heavy-rescue 
squad hauled victims from deep holes, 
rigged apparatus to lift collapsed floor- 
ing, and lowered trapped people from 
upper stories by means of ropes and im- 
provised litters. 

Some casualties were dead on arrival 
at the triage area; others died as a result 
of their wounds. Individual burial was 
considered impossible under the circum- 
stances, therefore a bulldozer was used to 
dig a mass grave. Whenever possible, the 
dead were identified and records kept of 
the location and disposal of their re- 
mains. 

Over 700 Union College students par- 
the They 
were assigned~to duties that made opti- 


ticipated in demonstration. 
mum use of their special skills. Students 
with training in physics operated radia- 
tion detection apparatus; secretarial ma- 
jors took over clerical duties; home eco- 
nomics students made soup using creek 
water that had been purified by chemistry 
students attended to 
the English depart- 
ment took charge of field communications 


majors. Biology 


sanitation services; 


and public information. Students in the 


department of religion assumed chap- 
laincy duties; physical education men 
undertook the heavy-rescue operation. 


Nursing students took over responsibili- 
ties that would fall on professional nurses 
if the catastrophe had been real instead 
of simulated. 
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Physical Education Students at Union 


College man the heavy-rescue squad. 


by the 
Union 


Like all colleges conducted 
Seventh-day Adventist Church, 
College sponsors a Medical Cadet Corps. 
The unit enrolls men near or at draft age 
who, because of their faith, do not believe 
in taking human life. The 
trained in casualty care, military first aid, 
marching, and other disciplines so that 


men are 


when they enter the armed forces they 
may serve their country effectively with- 
out violating consciences. In the Civil 
Defense demonstration, the Medical 
Cadet Corps took over the litter bearer 
work and carried casualties from the field 
to the hospital. This was extremely diffi- 
cult because the wounded had to be car- 
ried long distances through freezing, slip- 
pery, ankle-deep mud. 

When the com- 
pleted, participants and Civil Defense ob- 
servers attended an evaluation meeting. 


demonstration was 


Commentators pointed out that there was 
need for more education in Civil Defense 
for all citizens, that communities should 
lay plans, stockpile materials, and train 


people for disaster work. Careful prepa- 
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A theological student during the Civil Defense Demonstration at Union College. 
Lincoln, Nebraska, performs chaplaincy duties at mass burial of victims. 


oe 1 ‘ 


Simulated casualties were carried to the triage area where a rough estimation 
was made of their condition. Victims were classified according to treatment needed. 
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ration would be invaluable in re “cin, 
suffering due to natural or ma: nad 
catastrophes such as fires, exp] ion: 
floods and tornadoes as well as frop 
damage due to enemy action. 

The nursing needs of Civil Defer ¢ ay, 
many. In case of war it is probab) > tha; 
professional nurses would have to a-sym; 
duties now thought to be in the province 
of the physician; practical nurses woy| 
haye to carry responsibilities now a; 
signed to registered nurses; untraine 
and semi-trained volunteers might |, 
given tasks now done by competent ho: 
pital personnel. 

Professional and _ practical nurse: 
should seek every opportunity to becom: 
acquainted with disaster nursing prol 
lems and to develop skills to meet these 
Nursing schools should prepare their sty 
dents in this area. All nurses need | 
know that disaster nursing includes bot 
the care of injured persons and the cor 
trol of health problems arising from , 
break-down of sanitary services, poor 
food, fatigue, anxiety, and over-crowding 
in refugee shelters. Professional and 
practical nurses need to have skills jr 
improvising equipment and caring (or 
the sick and injured without the ela} 
rate facilities available in hospitals u 
der normal conditions. 

Because of their professional back 
ground, nurses are the logical people | 
lead in the training of lay people in t! 
community to give essential care to the 
own families or to assist hospital peop! 
with overwhelming tasks. The America 
Red Cross has excellent courses in “Firs 
Aid to the Injured” and in “Care of th 
Sick and Injured.” Every family shoul 
have one or more members who hav 
completed these training courses. 

Civil Defense is everybody’s busines: 
Nurses can help. 
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From what kinds of families do nurses come? 
What kinds of families do they build when they marry? 
Mr. Deutscher’s report of a survey of Kansas City 


nurses continues with the third instalment. 





N THIS third article describing the 

data revealed by 2,441 Kansas City 

graduate nurses concerning their so- 
cial and occupational characteristics, we 
will focus on the nurse’s family. An- 
thropologists distinguish between a fami- 
ly of procreation and a family of orienta- 
tion. Anyone who 1s married has both 
kinds of families, and both kinds will be 
discussed The family of procrea- 
tion includes one’s spouse and children; 
the family of orientation includes father. 
mother, brothers, 


here. 


sisters, and, in some 


cases, certain uncles, aunts, cousins, and 


the like. 


to graduate from one’s family of orienta- 


In our society it is customary 


tion and establish a new life with one’s 
own new family—the family of procrea- 
Fundamentally we are asking two 
(1) From what kinds of 
Within 
what kinds of families do they partici- 


pate? 


tion. 
basic questions: 
families do nurses derive? (2) 
The second article in this series 
touched on these areas in describing the 
in dis- 
cussing their marital status. We are now 
ready to move on from there. 


sizes of nurses’ home towns and 


Sibling Position 


Psychoanalytically oriented observers 


Figure 1 


SIBLING POSITION OF NURSES 


*rwis 1S NOT THE GEOMETRIC “MIDOLE™, IT OES AL 
OLOER AND YOUNGER SIBLINGS IN ANY NUMBER 


sometimes attempt to explain supposed 
attributes of nurses (as well as of other 
groups) in terms of their ordinal posi- 
tion within the family, and certainly 
there can be no denying that being the 
oldest or the youngest or the middle child 
can influence one’s personality and one’s 
outlook on life, including, possibly, occu- 
The difficulty lies 
in the fact that because there is practical- 
ly no research data available on sibling 
position, the hypotheses concerning its 
with occupational choice 
vary widely. They are all theoretical pre- 
suppositions unsupported by reliable em- 
pirical evidence, unless one is willing to 
define observations derived from a scat- 
tering of cases of mentally ill persons as 
“reliable empirical evidence.” 


pational preference. 


relationship 


On the one hand there are those who 
claim that were the youngest 
or only children in their families who are 
drawn into nursing by their need for an 
authoritative father figure (the physi- 
cian) whom they can look up to, one who 
assumes full responsibility in the work 
situation. There are also those who claim 
that nurses were the oldest children in 


nurses 


their families, accustomed to giving or- 
ders and needing to dominate others, the 


NURSES WHO HAVE BOTH 


patient providing the perfect dependent 
relationship which they need. Finally 
some claim that nurses were middle chil 
dren, who find their occupation suiiab} 
because of the way it places them be 
tween the doctor and the patient. Al 
though any one of these may be a rea 
sonable hypothesis, all of them cannot be 
correct. In spite of the fact that figure ] 
indicates clearly that a high percentage 
of nurses were middle children, interpre 
tations based on this fact are impossibl 
at present for two reasons. First, if 44 
per cent of all Americans were middle 
children, then there is nothing unusual 
about the distribution of nurses. But 
there is no data on the general popula 
tion in respect to sibling position. Per 
haps only 30 per cent of them were mid 
dle children or perhaps the figure 

closer to 60 per cent. The significance of 
the nurse distribution becomes quite di 
relation to each of these tw 
figures. Second, there is no comparabk 


ferent in 


data for other occupational groups, s 
that regardless of the nature of the dis 
tribution of nurses, it tells 
about occupational choice because ther 
other 


us nothing 


is no occupational 


which to compare it. 


group wit! 


Figure 2 


PARENTAL NATIVITY OF NURSES 
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Parental Nativity and 
Minority Group Identification 


One characteristic of the nurse’s pa- 
rental family is that, by and large, it is 
native-born. It is obvious in figure 2 that 
only a small percentage of nurses are 
daughters of foreign-born parents and 
evidence presented by Habenstein and 
Christ indicates that the situation in non- 
metropolitan Missouri is about the same. 
it is generally true that the Midwest has 
benefited less from the influx of immi- 
vrant peoples than have other areas of 
the country, especially the northeast. 
This includes not only the immigrants of 
a generation ago, but also the postwar 
refugees. It would be interesting to dis- 
cover if the potential resources of this 
refugee group are being tapped by nurs- 
ing recruitment. 

Sociologists have discovered that some 
occupations have a particular appeal for 
persons of ethnic or minority group ori- 
gins. New’s research on osteopathic stu- 
dents is but one example. This, how- 
ever, does not appear to be true of the 
sraduate nurse. When questioned, only 
eight per cent of the nurses in Kansas 
City identified a member of their family 
as belonging to any kind of minority 
group, and not all of these identified 
themselves as belonging to such a group. 
Of those who do so identify a member of 
their family, about one-third are Negro; 
one-third, Catholic; and the remainder 
divided among other religious or na- 
tionality groups. This, of course, is no 
indication of the actual proportions of 
Catholics in the sample; 
rather, it reflects only those members of 
such groups who choose to identify them 
as minority groups. It 1s probable that 
this includes most Negroes. However, 
whereas 552 nurses in the sample identi- 
fied themselves as Catholics, only 58 said 
that a member of their family belonged 
to a minority group which they identified 
as Catholic. Curiously, the reverse is true 
of the Jewish nurse. Only six nurses iden- 
tified themselves as Jewish, while 13 said 
that a member of their family belonged 
lo a minority group which they identified 
as Jewish. This provides a partial ex- 
planation for the small proportion of 
“Jewish” women found in nursing. Being 
Jewish apparently means different things 


Negroes or 
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to different people. To some it is a mat- 
ter of religion, while to others it implies 
a cultural heritage or a nationality. It 
is certain that there are nurses of Jewish 
parentage in the Kansas City area who 
did not identify themselves as Jewish. 
Perhaps Jews are not as under-represent- 
ed in nursing as they appear, if one de- 
fines a Jew as a person who identifies 
himself as such in a religious sense. 
There is evidence that stepped-up re- 
cruitment is not the answer to a shortage 
in nursing. Kephart and Bressler in a 
statewide study conducted in Pennsyl- 
vania conclude that the major problem 
lies in the loss of graduate nurses. They 
discovered that this loss was attributable 
only in part to marriage and was still not 
high even after the birth of the nurse’s 
first child. It is after they have two or 
more. children that nurses begin to leave 
the field in large numbers. This being 
the case, it is well worth testing the fol- 
lowing hypothesis: A member of an 
ethnic or other minority group, in at- 
tempting to gain status, recognition, and 
acceptance by the dominant group, will 
dedicate herself more fully to her pro- 
fession—will be more occupationally 
committed. If we assume that women 


who are dedicated or committed to their 
occupation are less likely to take on the 
responsibilities of the wife and mother 
role, this hypothesis can be tentatively 
tested with our own data. In the first 
place, when marital status is compared 
with family identification with a minority 
group, no differences appear; those 
nurses who so identify their families 
marry as frequently as those who do not. 
However, when a second test is made. 
this time between parental nativity and 
marital status, there is some evidence to 
support the hypothesis that ethnic mi- 
norities tend to bé more committed to 
their profession: Nurses of whom both 
parents are foreign-born marry some- 
what less frequently than those whose 
parents are native-born. Figure 3 illus- 
trates the differences. Of course, it may 
be true that the daughters of foreign-born 
parents marry less frequently whether 
or not they are nurses and even whether 
or not they are working. More definitive 
research on the nature of occupational 
commitment is clearly needed. We do not 
yet know what makes some people stick 
to their profession through thick and 
thin, while others drop out at the first 
opportunity. 


Figure 3 


PERCENT OF NURSES CURRENTLY MARRIED 
ACCORDING TO PARENTAL NATIVITY 


BOTH PARENTS 
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Figure 


COMPARISON OF THE OCCUPATIONAL 
STATUS OF MARRIED NURSES* 
FATHERS AND HUSBANDS 
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we: 


Family Status 


differentiating 
back- 


terms of socio-economic 


{n important way ol 
imong various types of family 
grounds is in 
status. Sociologists have compiled a great 
deal of evidence pointing up the fact that 
in the American city there are different 
socio-economic groups and that, in many 
respects, they lead different ways of life. 
The peculiarity of the American social 
system as contrasted to many others is 
the fact that people do not remain where 
they are born. As a result of the almost 
unrestricted freedoms which people have 
in a democracy such as ours, there is a 
great deal of moving uv and down the 
socio-economic ladder. This movement we 
call social mobility. 

There were not sufficient data on the 
nurses in the Kansas City survey to iden- 
tify the strata 
which they derived or the ones in which 
However. 


particular social from 


they currently participate. 
there was enough information for the ap- 
proximation of socio-economic status of 
the nurses’ fathers and husbands of 
nurses, and, by comparing the two, the 
direction in which nurses move status- 
wise by marriage. This approximation is 
arrived at through rating on a scale the 
occupations of fathers and husbands. Al- 
though occupation in itself is far from a 
perfect indicator of socio-economic status. 
have demon- 
strated that it is the best single indicator 


researchers in that field 


better, for example. than income or 
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Figure 5 


DIRECTION OF SOCIAL MOBILITY OF NURSES 


WE BSUMED BY THE DIFFERENCE BETWEEN THE OCCUPATIONAL STATUS OF THE NURSE'S 


MUSBAND OND THAT OF HER FATHER 


education or the kind of a house a person 
lives in taken alone. 

Occupations of nurses’ fathers and 
husbands were classified into three major 
categories, called “higher-status occupa- 
tions.” “middle-status occupations.” and 
general 
includes profes- 


“lower-status occupations.” In 
the “higher” category 
sional and executive positions such as at- 
torneys. physicians, engineers, and busi- 
The “middle” category 
largely of salesmen and 


ness executives. 
ix composed 
farmers, while the “lower” group con- 
working 
men, craftsmen. artisans, production-line 
workers, and laborers. 


ists mostly of blue-collar or 


The occupational status distributions 
of both fathers and husbands of nurses 
appear in figure 4. The largest, group of 
fathers, over half, are or were engaged in 
middle-status occupations while — the 
-mallest percentage of fathers are found 
in the higher-status occupations. There 
ix a sharp contrast between this distribu- 
tion and the one presented by the occupa- 
tional status of the men nurses marry 
(representted by the lighter shaded bars 
in figure 4). More of the husbands—al- 
most half—are found in the higher-status 
vroup than in either of the other two oc- 
cupational groups. and the fewest hus- 
hands are engaged in middle-status oc- 
cupations. If we consider nurses who 
marry men with higher occupational 
status than that of their fathers as being 
socially mobile upward and those who 
marry men with lower occupational sta- 


tus than their fathers as socially mobil 
downward, we have the net social m 
bility of nurses as depicted in figure 5 

By and 
socio-economic status over that of thei 


large nurses improve thei 
parents. This is especially true of thos 
who grew up on farms and in smal 
towns. The difference between husband’ 
status and father’s status appears to be 
much larger for the farm and small-tow: 
girl than for those who grew up in large 
communities. The difference lies not » 
much in where they ended up as 

where they came from. The occupationa 
status of the fathers in the farm an 
small town is quite different from tha 
of the fathers in the larger communities 
Over two-thirds of the rural girls came 
from middle-status 


urban girls are 


families, while the 


divided more equall) 


among the three status groups. 

The _ social 
nurses can be estimated by comparing 
their own occupational status with that « 
their fathers. 
not marry appear to be more mobile uy 
wards than do their married colleague 


mobility of unmarrie 


Although nurses who d 


this may be because the unmarried one 
had farther to go. When we compat 
the occupational status distribution of the 
fathers of unmarried nurses with that o 
the fathers of married nurses we find tha 
although nearly half the fathers of ma 
ried nurses are in the higher occupationa 
group (figure 4), only 35 per cent o1 th 
fathers of the unmarried nurses are 
that occupational category. It ap) ear 
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Figure 6 


DIRECTION OF SOCIAL MOBILITY OF NURSES WHO HAVE EVER 
BEEN MARRIED ACCORDING TO PARENTAL NATIVITY 


BOTH PARENTS BORN IN US 


ONLY ONE PARENT BORN IN US 


NEITHER PARENT BORN IN US 


* UPWARD MOBILITY 


hat unmarried nurses are moving up 
faster than married ones, but the married 
mes retain, in general, a higher socio- 
economic status than do the single ones. 

Having introduced the notion of social 
nobility, let us return momentarily to the 
previous discussion of nurses who identi- 
ly themselves with minority groups and 
those who are of foreign-born parentage. 
The same thing is true of social mobility 
is was true of marital status: no differ 
ence appears between those who identify 
member of their family with a minority 
group and those who do not, but a dif- 
ference does appear between those nurses 
{ native-born parentage and those of 
foreign-born parentage. Figure 6 indi- 
ates that nurses of foreign-born parent- 
ige are considerably more mobile up- 
wards than are those of native-born par- 


entage 


Family of Procreation 


us, in closing this article, take a 
look at nurses as mothers. Over 
fourths of Kansas City’s nurses who 
ever been married have no more 
two children. According to_ the 
d Nations’ Demographic Yearbook 
this is a somewhat smaller family 
is typical of women in the United 

As figure 7 shows, 31 per cent of 
iarried women in the United States 
three or more children, while the 
is true of only 23 per cent of mar- 
nurses in the Kansas City Metropoli- 
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a DOWNWARD MOBILITY 


tan area. A comparison between the 
Kansas City nurses and non-metropolitan 
Missouri nurses indicates that there is a 
slight tendency for the non-metropolitan 
nurse to have more children than the 
Kansas City nurse. This conforms with 
the more general difference in sizes he- 
tween rural and urban families. 


Summary 


In this article we have seen that, by 
and large. Kansas City nurses are daugh- 
ters of native-born Americans and few 
of them identify their families with mi- 
nority groups of any kind. Their fathers 
were engaged primarily in middle-status 
occupational pursuits, although they tend 
to marry men engaged in higher-status 
occupations and can, therefore, be de- 
-cribed as socially mobile upwards. Fi- 
nally, it was observed that nurses do not 
have quite as many children as do women 
in the general United States population. 

In the fourth article in this series we 
shall move into the area of occupational 
characteristics—facts about their jobs 
and their work which differentiate nurses 
from each other and from other people 
In it we will deal specifically with the 
extent to which nurses work full time. 
part time, and not at all, with their in- 
come, their geographic movements, their 
job changes, and the reasons why nurses 
leave old jobs for new ones. 


Enp oF Part Il 


NO MOVEMENT 











Fiqure 7 
CHILDREN BORN 
TO ALL U.S. WOMEN 
AND KANSAS CITY NURSES* 


ALL US WOMEN KC NURSES 


THREE OR MORE 
CHILDREN 


For all U.S. women these are 
dren born alive, for Kansas City 
nurses they include still births. In 
both groups the women are be 
tween the ages of 20-60 


we chili 
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Because many children show toxic manifestations of 
intolerance to preparations previously used, therapy 

must be discontinued before adequate clinical improve- 
ments are obtained. A physician reports on the results 

of a new hormone preparation that produced “rapid clinical 
improvement” over a three-month period in the 


T IS extremely important to recognize 


and treat thyroid deficiency in in- 
fants, children, and adolescents, be- 
cause a delay in treatment may very well 
determine the difference between future 
normal development and_ irreparable 
physical and mental retardation. 

The clinical symptoms of extreme thy- 
roid deficiency, in cretinism and myxe- 
dema. are generally well recognized and 
unmistakable in children. Moreover, ab- 
metabolic 
rate, protein-bound iodine, and I'*!-up- 


take 


dence of 


normally low values of basal 


can readily be interpreted as evi- 


thyroid dysfunction such as 
severe hypothyroidism. 

But there is another disorder somewhat 
different from, hypothy- 


roidism which is not so easily recognized 


related to, yet 


and oftentimes goes clinically masked, 
unrecognized, and untreated. This dis- 
order, which apparently 
best termed metabolic 
insufficiency. In contrast to hypothyroid- 


is a relatively 
common one, is 
ism, metabolic insufficiency produces only 
vague physical and emotional symptoms. 
And. paradoxically. it may exist in a pa- 
tient who has normal protein-bound 
iodine, normal I'*!-uptake, and normal 
er slightly subnormal basal metabolic 
rate values. In some patients, metabolic 
insufficiency is probably due to a low 
output of metabolic products by the thy- 
‘oid gland. In other patients whose pro- 
tein-bound iodine and I'*!-uptake values 
are normal, the disorder is apparently 
caused by inefficient utilization of thy- 
roid products at the cellular level, rather 
than by an inadequate supply of products 
from the thyroid gland. For these rea- 
sons, the laboratory criteria can be too 


arbitrary. misleading, and non-specific 
for determining nonmyxedematous meta- 
bolic disorders, and the practitioner must 
rely upon clinical criteria for detecting 
metabolic insufficiency. 

The symptoms of metabolic insufficien- 
cy generally resemble those of hypothy 
irrita- 

with 


roidism. The most 
bility ; 


coldness of the extremities: 


common are: 


fatigue; poor circulation, 
muscular and 


joint pains, with stiffness; dryness of the 
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hair, with hypertrichosis and alopecia 
areta; hyperkeratosis of the skin, espe- 
small 
wedge-shaped teeth, with delay in tooth 
eruption; constipation; allergic manifes- 


cially of the knees and elbows; 


tations, such as colic, infantile eczema, 
and asthma; personality changes, such 
as willfulness, stubbornness, antagonism. 
lack of concentrative ability, withdrawal, 
and immaturity; speech dysfunction; a 
delay in poor eating 
moderate anemia. Various 
combinations of these symptoms may ap- 
metabolically insufficient 


statural growth; 


habits; and 
pear in the 
« hild. 


are subclinical and are never recognized 


In some children, the symptoms 


as evidence of metabolic insufficiency. 

To determine hypothyroidism in chil- 
dren, I use radiographic bone age deter- 
minations thyroid deficiency 
eventually and inevitably causes retarda- 
tion in maturation of the carpal centers.* 
If there is a delay of 6 months to 1 year 
in development of the carpal centers, the 
patient has a borderline thyroid de- 
ficiency. Any delay between 1 and 2 
years indicates a moderately severe de- 
ficiency of thyroid, and a delay of more 
than 2 years indicates a severe deficiency. 
I have found that bone age determina- 
are also valuable for detecting 
metabolic insufficiency in children. As in 
hypothyroidism, retardation of carpal 
center development can be expected in 
this disorder. 

In treating both metabolic insufficiency 
and hypothyroidism in children, it is evi- 
dent that thyroid extract, thyroglobulin, 
and thyroxine often give satisfactory, 
sometimes dramatic, results. Yet these 
preparations are either ineffective or only 
partially effective for treating many chil- 
dren, especially those with metabolic in- 
Moreover, children 


because 


tions 


sufficiency. many 
show toxic manifestations of intolerance 


to these preparations by having head- 


*Epiphyseal centers should be used as a 
suide since they are usually more retarded 
by pituitary dysfunction than by thyroid dys- 
function. 


by Elmore M. Fields, {.). 


Specialist in Pediatrics and Ped tri 
Endocrinology, Hempstead, New ‘ori 


treatment of METABOLIC insufficiency and 
HYPOTHYROIDISM in children 


aches, palpitations, hyper-irritability, ab. 
dominal pain, restlessness at night, argu. 
mentation, crying episodes, and _anii- 
social behavior. In such cases, therapy 
must be discontinued before adequate 
clinical improvements are obtained. 

Administration of sodium liothyronine, 
a new thyroid-like hormone preparation 
has produced good or excellent clinical 
improvement in over 90 per cent of 100 
children with either metabolic insuffi 
ciency or hypothyroidism. The compound 
is three to five times as potent as thy 
roxine in antigoitrogenic effect; it acts 
more rapidly, and it is more quickly 
metabolized. Therapeutically, 50 mcg. of 
liothyronine is roughly equivalent to 200 
meg. of thyroxine or 3 gr. of thyroid ex- 
tract or thyroglobulin. Intolerance symp 
toms, often observed when thyroid ex 
tract, thyroglobulin, or thyroxine treat 
ment is given, are rare. 

Used over a three-month period, the 
drug brought about “rapid clinical im 
provement,” particularly in those chil- 
dren whose conditions were refractive to 
standard thyroid preparations. 

The 100 children in the study ranged 
from 1 to 18 years of age; the diagnosis 
was metabolic insufficiency in 40 cases 
and hypothyroidism in 60. The hormone 
“almost universally” led to “striking im 
provements” in behavior, circulation, ap 
petite, hair and skin texture, and bowel 
function. In many patients, the drug 
stimulated bone growth by “as much as 
200 per cent beyond shat expected for 
normal children of the same age.” 

In the 40 patients with metabolic in 
sufficiency, the 


results of liothyronine 


therapy were “excellent” in 22, “good 
in 15, “fair” in 2, and “poor” in the re 
maining case. 

In the 60 hypothyroid children, the 
drug proved “excellent” in 35, “good” i! 
22, “fair” in 2, and “poor” in the ret 
ing case. 

The entire 100 cases have been studied 
for an additional nine months and the 
benefits have been sustained. In add: ‘ion 
none of the children has become resi-tan! 


to the hormone. 
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by Joan Sarvajic, R.N. 


Formerly Instructor in Pharmacology, 


Bellevue Schools of Nursing, New York City 


The Treatment of Chronic Alcoholism 


Unfortunately, chronic alcoholism has long been regarded 
as simply a moral problem. As a result, the complex con- 
tributing factors have not received the scientific attention 
they merit, nor has attention to therapy been commensurate 
with the extent of the social problem. Any therapeutic 
approach to the problem of alcoholism requires a careful 
and preliminary diagnosis. The importance of such diag- 
nosis cannot be overemphasized, since the ultimate result 
of therapeutic planning hinges on such diagnosis. Diagnosis 
covers three overlapping areas: First is medical diagnosis 
aiming at the detection of diseases resulting from the 
excessive and uncontrolled use of alcohol and diseases re- 
sulting from causes other than alcohol. Second is psychi- 
alric diagnosis aiming at an evaluation of the drinking 
pattern with the goal of differentiating real addictive drink- 
ing from symptomatic drinking; the psychiatric diagnosis 
also aims at an evaluation of the neurotic or psychotic re- 
action patterns complicating the picture of addiction to 
alcohol (e.g., hysterical, obsessive, compulsive, manic de- 
pressive reaction patterns, and so forth. Third is social 
diagnosis aiming at an evaluation of the interaction between 
the patient and the world he lives in, his family, his em- 
ployment, his religious attitudes, and his financial problems. 

Chronic alcoholism must be looked upon as a_ psychic 
illness rooted in a personality disorder or in immaturity. 
The tension-producing factors which lead to alcoholism may 
be of a wide variety. Sometimes there has been a close 
mother attachment with resulting personality fixations and 
immaturities, or there may be a latent or frank sexual 
maladjustments. Pathogenic intrafamily relationships are 
not rare. As in the psychoneuroses, with which alcoholism 
has much in common, the patient is usually unaware of the 
particular personality problems from which he has sought 
relief through the escape and anxiety-relieving mechan- 
isms which alcohol facilitates. Theoretically, then, the 
object of treatment is directed toward preventing the patient 
from desiring alcoho! rather than toward restraining him 
from having it. The alcoholic must recognize that he must 
never drink again. Unfortunately, even in the early days 
of the drinking habit, it is the rare patient who cooperates 
in any adequate dynamic study of his personality or adjust- 
ment, or aids in the adoption of emotional compensations 
or socialized psychological substitutes that will relieve his 
anxiety and other tensions, Thus, the patient must be ap- 
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proached with the attitude that this disorder is one of per- 
sonality rather than of morality. The emphasis is not on the 
alcoholism, but rather on the individual in whom it occurs. 


Psychiatric Treatment 


Psychiatric treatment should have a basic routine pro- 
gram of active physical exercise, constructive occupational 
work, agreeable social relaxation, and psychotherapy. The 
patient’s mental life and experiences are reviewed in order 
to discover the main factors causing dependence on alcohol. 
A thorough understanding of the patient as a person and 
of his particular life situation is necessary. 

A psychoanalytically oriented approach, based on a care- 
ful understanding of psychodynamics, is one that offers 
the greatest promise of success. Orthodox psychoanalytic 
techniques are usually not practicable with the addictive 
drinker, partly because of his instability and low tolerance 
to stress, Because of these characteristics he usually re- 
sumes drinking whenever painful, unconscious material 
begins to come to the surface. A constructive analysis 
of his personality difficulties must be accompanied by a 
prolonged re-educational effort. 

The alcoholic is usually a dependent personality and 
and therefore needs continuous support over a long period 
of time, frequently for years. Primitive or restraining 
measures that increase the patient's sense of being wronged 
and stir up aggressive and resentful feelings should be 
avoided. The therapist does not condone the patient’s 
alcoholic habits, but neither does he criticize or judge. 
His attitude is objective and impersonal. It must be re- 
membered that the patient’s rationalized reasons for his 
alcoholism are not the real reasons. 

Psychotherapy is of course possible only in the habitué 
whose intellectual equipment is still sound. Better results 
are secured in special institutions for alcoholics where there 
is planned psychotherapy than in public psychiatric hos- 
pitals. 


The Role of the Hospital 


Hospitals entirely devoted to the care of chronic alcoholics 
are few in number. The outstanding contemporary model 
is the Blue Hills facility operated in Hartford by the Con- 
necticut Commission on Alcoholism. The tasks of a hos- 
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DRUG THERAPY 
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pital for alcoholics may be summarized as follows: 

1. Treatment of acute alcoholic intoxication and hang- 
over. The period of hospitalization is short, devoted chiefly 
to the treatment of medical symptoms. Even when no more 
is attempted, these hospitals cannot fail to exert a psycho- 
logical impact on the patient. 

2. Treatment of the emotional problems of the addict 
with the goal of reaching total and permanent abstinence. 
The intramural psychotherapy of addiction to alcohol must 
be limited to cases which cannot be handled on an out- 
patient basis, i.e., to those patients who, because of the 
seriousness of their problems, cannot achieve sobriety by 
means of tec hniques ipplied outside of the hospital. Intra- 
mural psychotherapy of the alcoholic is costly and time- 
consuming because the individuals chosen for this approach 
often offer limited hope of success. It appears that any 
program aiming at rehabilitation of large segments of the 
alcoholic population should take into consideration these 
limiting factors. 

3. Offering conditioned-reflex therapy. Although em- 
ployed less now than formerly, this form of therapy is still 
used sometimes. An attempt is made to create a distaste for 
alcoholic beverages by the association of their taste with 
nausea and vomiting. Its purpose is to establish a condi- 
tioned response with a nauseating drug as the uncondi- 
tioned stimulus. This is symptomatic therapy only, and al- 
though it may create an antagonism to alcoholic beverages, 
it does not remove the conflicts or other causes of malad- 
justment. If successful, it eliminates the most serious— 
results of inebriety with the associated upheaval, guilt, 
remorse, and loss of self-esteem. Even though its only 
effect is to interrupt the alcoholic cycle, it may make it 
possible to treat the patient effectively with psychotherapy. 

In the conditioned-response treatment of chronic alco- 
holism, the technique introduced by Voegthin in 1940, or 
some modification of this, is employed. Treatment in a 
hospital usually requires fourteen days. Therapy is begun 
immediately after admission of the patient because it fa- 
cilitates conditioning. Benzedrine sulfate and Vitamin B 
preparations are administered morning and noon, The 
patient sits beside a stand which contains an emesis basin 
and towels. In front of the patient is a table with bottles 
of various forms of liquor. Before the first treatment, the 
rationale of this method is explained to the patient. He is 
told that he will deveiop such an aversion to drinking that 
his resolution for abstinence will be strengthened. He 
is then given two ten-ounce glasses of tepid water contain- 
ing one and one-half grains of emetine and one Gram of 
sodium chloride. Following this the patient is given a 
hypodermic injection of 5 to 8 minims of 40 cc. of sterile 
aqueous solution containing 3.25 Grams of emetine hydro- 
chloride, 1.65 Grams of pilocarpine hydrochloride, and 
1.5 Grams of ephedrine sulfate. During the first treatment 
at the height of nausea drinks are poured from the bottle 
and the patient is urged to look at the partly filled glasses 
and to smell and taste the different liquors, but he is not 
permitted to swallow them. A conditioning is brought about 
by stimulating the sense of sight, smell, and taste. At the 
second or third treatment, the patient is urged to drink at 
the time when the nausea from the emetine would produce 
vomiting; the alcoholic beverage is therefore immediately 
regurgitated when it enters the stomach. Usually eight 
treatments are given. Up to the fourth or fifth treatment, 
the patient is requested to drink at the height of the nausea 
but is not urged to drink more if emesis has occurred. Only 
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during the last sessions, when the conditioned stimulus 
(the alcoholic liquor) has acquired the same effect as the 
unconditioned stimulus (the emetine), is the patient encour- 
aged to drink several times of the liquors when they pro- 
duce vomiting each time. When the desire to enjoy the 
stimulation of alcohol is abolished or turned into an aver 
sion, the conflict for which the aversion was sought loses 
much of its dynamic power, The patient returns after three 
to six months for reexamination and reconditioning. Emetine 
therapy is not without danger. The total dose of emetine 
should not exceed 0.6 Grams in any one course. If signifi- 
cant electrocardiographic changes occur, treatment should 
be stopped at once. 

4. A modification of conditioned-reflex therapy with the 
administration of tetraethylthiuram disulfide. In 1948 two 
Danish physicians, Hald and Jacobsen, became ill at an 
evening party shortly after the cocktails had been served. 
Making a simple epidemiological study, they found the com- 
mon factor to be the alcohol in the drink plus a new drug 
which the two contemplated using as a vermifuge and were 
taking to determine possible toxic manifestations. The drug 
was tetraethylthiuram disulfide, commonly known as TETD 
or Antabuse, disulfiram, Abstinyl, Refusal. This led to the 
discovery that TETD inhibits further oxidation of acetalde- 
hyde increasing its circulating blood level. This results in 
toxic symptoms from acetaldehyde. 

If a person who has taken one to two grams of Antabuse 
within the preceding twelve hours partakes of alcohol, he 
experiences within five to fifteen minutes intense vasodila- 
tion of the blood vessels of the face and neck, accompanied 
by a feeling of heat; the skin may assume a purple-red 
color. Nausea begins thirty to sixty minutes after the in- 
take of alcohol, frequently followed by vomiting. Drinking 
large amounts of alcohol may result in dizziness and tem- 
porary unconsciousness. There is intense discomfort with 
pulsating headache, palpitation, and dyspnea. These are 
the symptoms which prevent the alcoholic from drinking 
while taking TETD. The pulse rate increases to 140 per 
minute, and there is an initial rise of blood pressure fol- 
lowed by a fall of the systolic pressure to 80 mm. and the 
diastolic to 20 mm. of mercury pressure. Larger doses of 
alcohol and of TETD may lead to dyspnea, coma, convul- 
sions, and death. Under ordinary conditions, the unpleasant 
symptoms cease after an hour but will continue as long as 
there is alcohol in the blood. 

Initial treatment with a drug possessing such serious toxic 
potentialities as Antabuse cannot be undertaken except in 
a hospital with a nurse in constant attendance. Patients 
cannot be given the drug until at least one week has elapsed 
since taking any alcohol. The technique of TETD therapy 
is thoroughly discussed in the drug section under dosage 
and administration. 

No discussion of the therapy of alcoholism would be con- 
sidered complete without a consideration of two other ap- 
proaches—religion and Alcoholics Anonymous. The num- 
ber of addictive drinkers who have been helped to achieve 
permanent abstinence by means of religious approaches is 
probably far greater than is suspected. Such an approach 
is not undertaken by the professional therapist. However, 
any competent therapist recognizes the necessity for direct- 
ing a patient with-religious conflict to a clergyman of his 
church. 
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Ws PARALDEHYDE SEDATIVE 








ir DESCRIPTION: Paraldehyde is a polymer of acetaldehyde in which three molecules of the latter are joined 

- in a cyclic structure. 

4 om, ACTION AND EFFECT: When a hypnotic dose of paraldehyde is taken orally, sleep ensues in 10 to 15 min- 

= we utes, more promptly than with any other sedative. The sleep produced is quite normal and without aftereffects, 

on Paraldehyde is not analgesic, although large doses cause sleep despite the presence of pain. The drug also has 

some use as an anticonvulsant. 

‘ USES: In delirium tremens and in other psychiatric states characterized by excitement, paraldehyde has special 

. value. It is administered to quiet the patient and to produce sleep. 

y The drug may be used in the emergency treatment of tetanus, eclampsia, status epilepticus, and poisoning 
by convulsant drugs. Parenterally paraldehyde has been administered for intractable pain not responding to 

"= other types of therapy. Intramuscular paraldehyde has also been utilized to induce artificial sleep and thereby 

a. 2 to facilitate electroencephalographic study. In the hands of experts paraldehyde may be used for obstetrical an- 

m wy . algesia and amnesia. 

f PREPARATIONS: Paraldehyde (paracetaldehyde), U.S.P., is difficult to dispense because of its poor solubility 

’ in water and its unpleasant taste. It can be dispensed in gelatin capsules. 

: DOSAGE AND ADMINISTRATION: Paraldehyde is usually given orally in doses of 3 to 8 ml. Absorption 

“2 from the gastrointestinal tract is rapid and complete. Orange or cinnamon syrup may be used as vehicles, or 

" paraldehyde may be taken in milk, fruit juices, or wine. It can also be given in iced water or tea, or on cracked 


D or shaved ice. A suspension in gum tragacanth and glycyrrhiza is said to be palatable. The drug can be in- 
jected intramuscularly, but a sterile parenteral preparation must be used and care must be taken to avoid nerve 
trunks. Rarely, in emergency the drug can be administered intravenously as an anticonvulsant. When given rec- 


tally as a retention enema, paraldehyde is usually added to 2 volumes of olive oil or liquid petrolatum, but it may 


be given dissolved in saline solution. 

" TOXICITY: Paraldehyde possesses a wide margin of safety. So-called hypersusceptibility to paraldehyde may 
% be due to liver damage. In acute paraldehyde poisoning, respiration is very rapid and labored, pulse feeble and 
.. fast, blood pressure very low. 

Fr Some degree of tolerance to paraldehyde may occur with its continued use. Habituation develops rather in- 
d frequently, mainly because of the fairly disagreeable odor and taste. Treatment of paraldehyde addiction is the 
: same as that for alcohol addiction. 

. PRECAUTIONS: In bronchopulmonary disease, paraldehyde at times may be contraindicated because of the ex- 
cretion of the drug by the lungs. Hepatic insufficiency also constitutes a contradiction inasmuch as approxi- 
h mately 80 per cent of the drug is destroyed in the body, presumably by the liver. In patients with gastroenteritis, 


especially if ulceration is present, paraldehyde may cause considerable irritation. 
, The intravenous use of paraldehyde is fraught with danger, and such employment should be reserved for 
emergencies. When it is given intramuscularly, care must be exercised to avoid the vicinity of nerve trunks. 








e O EMETINE HYDROCHLORIDE AMEBICIDE 


DESCRIPTION: Emetine hydrochloride is a hydrated hydrochloride of an alkaloid obtained from ipecac, “Bra- 
t zil root.” It can also be prepared synthetically. 
< ACTION AND EFFECTS: Emetine has a direct lethal action on Endamoeba histolytica. The drug is much 


more effective against the motile forms than against the cysts. Emetine causes degeneration of the nucleus and 


| reticulation of the cytoplasm of amoebae. 
1 USES: The main use of emetine in medicine is for the treatment of amebiasis. However, the only valid uses of 
emetine in intestinal amebiasis are for severe cases of amebic diarrhea and acute amebic dysentery, or for acute 
exacerbations of chronic amebic dysentery. Emetine is more efficient in curing symptoms of amebiasis than in 
curing the disease itself. Emetine has great value in the treatment of amebic abscesses and amebic hepatitis. 
: PREPARATIONS: Emetine hydrochloride, U.S.P., is available in hypodermic tablets and in solution in ampuls 
for parenteral use in doses of 20, 30, and 60 mgm. per milliliter. 
. DOSAGE AND ADMINISTRATION: The preferred route of emetine administration is by deep subcutane- 
ous injection, although some authorities recommend intramuscular injection. In amebiasis the dose of emetine 
. should not exceed 60 mgm. per day. This amount can be given in single injections or in 30 mgm. portions, morn- 
ing and evening. A course of emetine therapy should not be continued for more than 10 days, and the total dose 
should not exceed 0.6 Gram. A safe plan is to give emetine on the basis of body weight and to administer not 
] more than 1.0 mgm. per kilogram per day and not over 10 mgm. per kg. per course. It has been recommended 
that carbarsone be used simultaneously with emetine in intestinal amebiasis. This makes it possible to shorten the 
course to four to six days. A course of emetine should not be repeated until a rest period of at least six weeks has 
intervened. 
In the conditioned-reflex treatment of chronic alcoholism the patient is given two 10-ounce glasses of tepid 
O water containing 0.1 Grams of emetine and 1.0 Grams of sodium chloride. Following this the patient is given 
a hypodermic injection of 5 to 8 minims of a 40 ce. sterile aqueous solution containing 3.25 Grams of emetine 
hydrochloride, 1.65 Grams of pilocarpine hydrochloride and 1.5 Grams of ephedrine sulfate. 
TOXICITY: Emetine causes a variety of toxic manifestations which may occur with any dose level, depending 
on individual susceptibility to the drug. Most of the untoward effects observed are mild and transient and may 
even disappear despite continuation of emetine therapy. A local reaction to emetine is very common and charac- 
terized by aching, tenderness, stiffness, and weakness of the muscles in the area of the injection site. Systemic 
reactions involve chiefly the gastrointestinal, skeletal muscular and cardiovascular systems. Gastrointestinal mani- 
festations include diarrhea, nausea, and vomiting. Neuro-muscular manifestations consist of weakness, aching. 
tenderness, and stiffness of the skeletal muscles, especially those of the neck and the extremities. 
The most important toxic effects of emetine relate to the cardiovascular system and include hypotension, pre- 
cordial pain, tachycardia, dyspnea. and electrocardiographic abnormalities. 
PRECAUTIONS: Inasmuch as it is essential to prevent cardiac damage. certain precautions must be observed. 
The patient should be at absolute bed rest during emetine therapy and for several days thereafter. Pulse rate 
and blood pressure should be recorded two or three times daily. An EKG is taken before emetine is started and 
repeated after the fifth dose after therapy is completed. In patients with organic heart disease, emetine should 
not be used unless it is absolutely necessary, as in cases of amebic hepatitis or abscess. The drug is also con- 
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traindicated in the aged. the very young, and during pregnancy except in dire circumstances, 
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CHLORAL HYDRATE SEDATIVE 








DESCRIPTION: Chiloral hydrate is a chlorinated derivative of ethyl alcohol. 

ACTION AND EFFECTS: Locally chloral hydrate is irritating to mucous membrane and this property is the 
basis for its rubifacient action. Chloral hydrate has the typical central depressant actions of the hydrocarbon an- 
esthetics. However, it is never used for general anesthesia because the margin of safety is too narrow with the 
large doses required for this purpose. The main use of chloral hydrate is as a sedative and soporofic. In ordi- 
nary doses | or 2 Grams of chloral hydrate cauce sedation in from 10 to 15 minutes, usually without prelimi- 
nary excitement. Sleep occurs within the hour. It is a quiet and deep sleep often accompanied by dreams and 
may last from five to eight hours. The sleep has frequently been called “physiological sleep.” 

USES: The sedative and soporofic uses of chloral hydrate are similar to those of the barbiturates and paralde- 
hyde. The poor analgesic property of the drug does not permit its effective use in the presence of pain without 
an adjunct. Chloral hydrate is frequently employed for patients undergoing withdrawal of morphine, alcohol, or 
barbiturate, and in those with delirium tremens. It is a useful sedative for facilitating electroencephalographic 
studies and has been employed for narcoanalysis and narcotherapy. 

PREPARATIONS: Chiloral hydrate (Chloral), U.S.P., is a colorless, transparent crystalline substance. It is 
very soluble in water, alcohol, and oils, and can therefore be dispensed in a number of ways. An elixir of 
chloral and potassium bromide gained some popularity, but it is highly questionable whether the combined use 
of chloral hydrate and bromide has any special virtue. 

DOSAGE AND ADMINISTRATION: The usual adult hypnotic dose of chloral hydrate is 0.5 to 1.0 Gram, 
but 2 Grams may be given if necessary. Larger amounts are used in states of excitement, delirium, or mania, but 
these should be given with care. In prescribing chloral hydrate for oral use, one should guard against gastric 
irritation. The drug is too hygroscopic to be prescribed in ordinary capsules and is, therefore, usually given in 
solution. The syrups of orange, and citric acid, mask the taste fairly well, and solutions of the drug in such vehi- 
cles should be taken well-diluted with water or milk. Chloral hydrate is too irritating ta be given hypodermically, 
but t can be given rectally in solution in olive oil or some other bland fixed oil, or in suppository form. 
TOXICITY: The toxic oral dose of chloral hydrate for adults is approximately 10 Gram, although death has 
been reported from as little as 4 Grams. The usual features of poisoning by chloral hydrate are deep stupor, 
marked vasodilatation, low blood pressure, fall in body temperature, slow respiration, and cyanosis. Gastric ir- 
ritation may cause initial vomiting. Occasionally delirium occurs, or prompt collapse. Pin-point pupils may be 
seen as in morphine poisoning. Icterus due to liver damage, and albuminuria from renal irritation, may appear if 
the patient survives. Death results from respiratory depression usually within 5 to 10 hours. Acute poisoning 
may also occur from the combination of liquid chloral and alcohol, the so-called “knock-out drops” or “Mickey 
Finn 

PRECAUTIONS: Treatment of acute poisoning consists of gastric lavage, maintenance of body temperature, 
stimulants for respiration and blood pressure, artificial respiration. Supportive therapy should be instituted to 


prevent or mitigate liver damage. 





TETRAETHYLTHIURAM DISULFIDE ANTIOXIDANT 








DESCRIPTION: Teiraethylthiuram disulfide (disulfiram, Antabuse, Aversan, Abstinyl, Refusal), has been 
used in the rubber industry as an antioxidant and is simply referred to as TETD. It is a white or light gray 
crystalline powder, odorless and almost tasteless. It is insoluble in water, slightly soluble in alcohol, and read- 
ily soluble in ether and choroform. 

ACTION AND EFFECTS: TETD “sensitizes” to acohol by increasing the concentration of acetaldehyde in the 
body. Current evidence suggests that this enhanced concentration of acetaldehyde results not from an accelerated 
production, but from an inhibition of the oxidation of acetaldehyde formed during the intermediate metabolism 
of aleohol. TETD does not accelerate the metabolism of alcohol. 

USES: The only therapeutic use of TETD is in the treatment of chronic alcoholism. It must be recognized, how- 
ever, that it is an adjunct only and not a cure for alcoholism. At best, it affords a period of sobriety helpful to 
both the patient and his physician. Best results are obtained when the patient himself seeks treatment, has in- 
sight into the nature of his disease, and actively desires to overcome his addiction. TETD affords the alcoholic 
a crutch by which his sincere desire to stop drinking can be fortified. TETD is also a valuable tool for investi- 
gation of the metabolism of alcohol and acetaldehyde. 

PREPARATIONS: TETD is available in the form of oral, scored tablets which contain 0.5 Grams of the drug. 
It is not official, but is accepted for inclusion in N.N.R. under the generic name disu/firam, 

DOSAGE AND ADMINISTRATION: After a “drying-out” period of several days, the chronic alcoholic is given 
200 ml. of 95 per cent alcohol over a three-hour period to test his tolerance. Five days later, TETD is started, 
2 Grams being given on the first day, 1.5 Grams on the second, 1.0 Gram on the third, and 0.5 Grams on the 
fourth and subsequent days. On the fifth day of treatment, a volume of beverage coniainng 10 ml. of 95 per 
cent alcohol is given orally. Blood pressure and pulse rate are recorded at five-minute intervals. The same dose of 
aleohol is repeated after 15 minutes. If the TETD-alcohol reaction is not marked, a third dose of alcohol is given 
15 minutes later. Ordinarily a total of 20 to 30 ml. of 95 per cent alcohol is adequate to impress upon the pa- 
tient the severe symptoms he will experience if he ingests alcohol while he is taking TETD. Some advise that 
a second such trial of alcohol be repeated four or five days later. When the patient has experienced a satisfac- 
tory reaction, he is discharged. He is given enough TETD tablets to last until the next visit to the physician. 
The daily maintenance dose may have to be reduced to 0.25 Grams or less if unpleasant side effects appear. 
The daily dose should be taken in the morning, the time when the resolve not to drink is usually strongest. 
TOXICITY: Sensitization to alcohol lasts for 6 to 12 days after the ingestion of TETD is stopped. Neither 
habituation to the drug nor tolerance has been reported. Rather, the intensity of the reaction to alcohol tends to 
increase with continued use of TETD so that the dose of the latter can be redvced accordingly. 
PRECAUTIONS: The patient must be warned that as long as he is taking TETD, the ingestion of alcohol in 
any form may endanger his life. He must learn to avoid disguised forms of alcohol. Contraindications te TETD 
therapy include cardiac failure, coronary artery disease. hepatic cirrhosis, cerebral damage, acute or chronic ne- 
phritis, epilepsy, drug addiction, psychosis, pregnancy, hypothyroidism, diabetes niellitus, and asthma. Paralde- 
hyde is contraindicated. Patients taking TETD should carry a special identification card reading, “I am taking 
ANTABUSE. If I am found unconscious or behaving abnormally, my condition is serious, I am not intoxicated. 
DO NOT GIVE ALCOHOL.” Cards should carry a 30-'2y expiration date to avoid their misuse. 
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In addition to caring for patients, there are many ways 
in which a nurse can serve her community. Here is a 
report on how practical nurses of Orlando, Florida, gave 


: i 

a 
Mrs. Plowden, Chairman of the Lost 
Children Project, entertains school 


children in the tent until their parents 
call for them. 


OO 


THE COMMUNITY 


ICENSED Practical Nurses in 
L Orlando, Florida, find practical 

ways of expressing their interest 
n community service. The two hun- 
lred members of Division Number 
[wo of the Licensed Practical Nurses’ 
Association of Florida have won the 
oratitude of their fellow-citizens and 
raise from the local press for two of 
eir publie-spwited projects. 


a th 





wo One of the projects of Division Two 
san annual service in connection with 
e Central Florida Fair, held in Ex- 
sition Park. Using a centrally lo- 
ited space and a conspicuous sign that 
nakes their tent easy to find. they : ; ar ‘ . 
perate a shelter for leat children. A Officials of the fund-raising project for the Florida Sanitarium and Hospital in 
rent who becomes separated from a Orlando; L. To R.: Mrs. Kent, Member of Board of Directors: Mrs. Paul Turman, R.N., 
. dak te cine ae he ee wale Nursing Service; Mrs. Katherine Nichols, 2nd Vice-President; Mrs. Muriel Morrison, 
. lst Vice-President: Miss Pearl Hawington, R.N., Supervisor who teaches Refresher 
ther find his way to the tent or will Course for L.P.N.’s: Mr. Turner, official of Hospital; Mr. Paul Turman, R.N.; Mrs. 
led there by some adult. Through- Marge Evans, Corresponding Secretary: Miss Luella Ricks, Board of Directors. 
it the duration of the Fair. members Back row: Mrs. M. Say, associate Chairman of membership; Mrs. Helen Morris, 
f Division Two are on duty, ready to Treasurer, and Mrs. Lois Evers presenting check to Mr. Turner. 
iry the tears of a lost or strayed child i 
nd to console and care for him until to build a Mental Health Unit, the have a covered dish supper instead, 
meone comes to fetch him. If a dis- practical nurses agreed, of course, that and members were urged lo —— 
traught parent reaches the tent first, Orlando needed such a facility for — to the psychiatric-ward building — 
she will be reassured by the mentally ill patients. The need sud- the two dollars they had customarily 
LPNs on duty and given shelter until denly became very real to them when paid for the banquet. 
he mislaid youngster turns up. one of their members succumbed to Mr. Herman Mohr, a retired at- 
*) The peak of Division Two’s activity mental illness and had to be committed _ torney, helped them to find other ways 
mm Fair occurs each year on “Chil- to the State Hospital in Chattahoochee. — of raising money. Many of the nurses 
Day.” This year. they looked The members of Division Two were wrote to former patients who would 
ilmost fifty children who came or shocked to learn that, pending het be interested in furthering the project. 
rought to them to wait for the removal to the Hospital, she had to be Near the end of April, Mrs. Lois 
| of relatives or friends. placed in the City Jail—because Or- Evers, president of the Licensed Prac- 
this service to their community, lando had no other accommodation for tical Nurses’ Association, Division 
cal Licensed Practical Nurses mental patients, Two, proudly presented to Mr. Hugh 
commended editorially by the With this occurrence as additional R. Turner, a hospital official a check 
lo Sentinel. incentive, the practical nurses devoted for one hundred dollars. his check 
i, ther of their projects is fund- themselves to a vigorous campaign for was the first of a series of contribu- 
) for the new psychiatric wing funds. tions for the psychiatric wing. 


Florida Sanitarium and Hospital When the time for their Annual Orlando has good reason to think 
indo. During the drive for funds Banquet drew near, they decided to highly of its practic al nurses. 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


by THERESA G. MULLER, R.N. 


Professor of Nursing and 


Educational Director of Graduate Studies 


in Psychiatric Nursing 


et the University of Nebraska, Omaha, Nebraska 


OME of my associates helpfully read these articles before I 
S send them to the editor for publication. In this way, | 

generally benefit from their criticisms, both favorable 
ind unfavorable, and make whatever changes seem warranted. 
However, there are times when exce ptions to what I have said 
do not justify alterations in the text. No comments thereby 
are entirely bypassed and these later become the basis for 
necessary explanations and clarifications. 

This brings me to tell you more about an editorial quoted 
in the preceding article. A friend disagreed with the state- 
ment on “the deep compassion for other human beings which 
called those in nursing to enter this field—and continues to 
keep them searching for better ways to help the sick and dis- 
ibled.” Her note to me reads thus: “Be realistic, Theresa. 
Do you think that every girl who goes into nursing feels 
called’ to enter the field? Or that we recruit in the highways 
and byways by offering status rewards?” 

Not everyone, | agreed, is attracted to nursing entirely by 
idealistic motivations. As I wondered about her admonition 
ty me to be realistic with regard to service idealism and status 
rewards, a Chinese legend flashed through my mind. Once 
there lived a sage who was said to be able to answer any 
questions put to him, and a young man tried to prove him 
wrong. Holding a small bird in his hand he asked the man of 
wisdom if it were dead or alive. He intended to open his 


vers and let the bird fly away if the answer were “dead.” 


nt 
On the other hand. should the answer be “alive” he would 
quickly crush the bird and show it to be dead. But the wise 
man gave neither of these expected answers. He merely smiled 
and told the young man that it would be as he wished it to be. 

So it is with each of us. At times, we are unduly optimistic 
about what we expect of ourselves or others in refusing to see 
or admit any existing realities which might in any way modify 
a favorable ideal. Then, at other times, we are unduly pessi- 
mistic about a desired outcome which would require more effort 
than we wish to expend to overcome existing barriers. Though 
variations in the meanings of “real” and “ideal” are found 
iccording to different contexts, the most common connotations 
seem to make clear distinctions by attributing actual, objective 
form to “reality.” and visionary, subjective formlessness to 


“idealism.” 
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Through our better understanding of dynamic psychology 
we are slowly learning that similar objects and events var 
according to the anatomical soundness of our sensory organ: 
and further modifications lie in the developmental stage 
a person to properly perceive the sensory impressions. 0 
perceptions, our interpretations of objects and events, ar 
always modified to some extent by past experiences and curre; 
feelings about them. This is to say that no observation toda 
is entirely the same as it seemed yesterday. This might expla 
somewhat the reasons for different persons viewing me, fo: 
instance, as understandable or not, likeable or not, differe: 
today from what had heen expected. The same me is views 
differently in terms of what is known or expected of me a 
a friend, as a teacher, as an associate, as a family membe 
and in many other roles whether real or assumed. How, the 
might one be regarded as a “realist” or as an “idealist”? 

\ realist is said to be someone who is disposed to think a1 
act objectively about sensory impressions. This implies t! 
unchanging nature of both the viewer and the viewed 
probably this faith in the infallibility of perceptual power: 
which has maintained our use of so-called objective measure- 
one of which is the rating scale. Here, the reality might we 
lie in an evaluator’s unawareness of the mote in his own ey 
which he nevertheless freely attributes to another. An idealis 
is said to be someone who is disposed to think and act accord 
ing to a standard of perfection and beauty which he hopes t 
attain. The representation may be of an existing person 
thing. or the creation of what one would like it to be. Ti 
following selection is intended ‘to illustrate the inherent dif 
culty of making these clear-cut distinctions. 

In The Song of Bernadette, a thoughtful description is 
of two nursing sisters serving in an Army hospital. Eac! 
her utmost to meet the service demands. When Bern 
was called on stubborn cases. her energy grew to meet 
demand. “Alleviation seemed to flow from her touch 
siance brought refreshment.” “Of her former teacher 
novelist writes: 

“Marie Thérésa Vauzous no less did her utmost 
heyond, and exceeded the limits of her strength. She -act 
ficed her nights and refused her hours of recuperation. She 
kept strictest watch to see that the directions of the piyst 
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s were exactly carried out and that the patients were 
ctually given generous portions of well-prepared food. 
hours she would stand in the kitchen and in the linen- 
ns counting and reckoning and recounting with her own 
itiable scrupulousness. Then again she moved slowly 
1 room to room and from bed to bed, her deep-set clear 
; alert to observe whether all was as it should be. Yet 
voice asked for the nun Vauzous, although she was a 
dred times more practically useful than Bernadette. She. 
said the kindest things to the sick and wounded, wrote 
ers for them, and to the poorest she promised help for 
future. And yet at her appearance a slight sensation of 
ht passed from bed to bed, as though a high officer had 
ved to inspect men subject to punishment.” 
re we find that an objective assessment, such as a check- 
easure, fails to reveal the influence of differing person- 
es. Although each nursing sister is portrayed as apparently 
engaged in selfless devotion, similar tasks are transformed into 
positive influences by one of them and into negative influences 
by the other. This should make us pause to reflect on the time 
spent in perfecting the details of a written procedure when, in 
eality, the spirit of the performance lies in each ideally con- 
ived and newly created application. This is not to say that 
ill written guides are worthless. Nevertheless, their value lies 
keeping them fluid, and by encouraging changes suggested 
luring practice. 
The foregoing ideas are likely to be rejected by the nurse 
who was heard anxiously expressing her wish to complete 
1 procedure manual before more changes intervened. My own 
experience has shown me the value of making available for 
se a working guide to be reviewed and revised at stated inter- 
vals in the light of new formulations based on practice. I have 
ilso found this to be an excellent teaching device for students 
who need some tangible basis for carrying out a procedure, 
with the understanding that modifications are desirable though 
not to be made indiscriminately. This encourages thoughtful 
pplication rather than mechanical performance and fosters 
leals of practice which further stimulate the freeing of poten- 
tials for each new creation in adapting a procedure to the 
needs of a specific person. On the other hand, a student who 
follows instructions literally, for example, by explaining to a 
patient what she is about to do for him, is not necessarily 
helpful when she fails to take into account the patient's 
receptivity for such an explanation, or his reaction to possible 
misinterpretations., 
| have learned from nursing students and their instructors 
that idealistic motives generally attract a student into nursing. 
Then, sooner or later, changes occur which seemingly negate 
the former idealism. This problem became the basis of a 
roject undertaken by a graduate student, in one of my classes. 
the changing attitudes of students during their period of 


preparation for nursing. A much more extensive study of 


the same subject began in 1952 as a Seminar in Human Rela- 
tions at the Newton-Wellesley Hospital in Massachusetts.* The 
ollowing discussion on each of these studies is intended to 
throw further light on the questions raised at the beginning of 
this article 
lhe graduate student was prompted to study her own feel- 
igs of frustration over the apparently decreasing interest of 
nursing students while preparing for their chosen field of 
work, She had observed, over a period of ten years in teaching 
nursing arts, that students eagerly began their studies and 
showed enthusiasm about nursing. Then, without any apparent 
s, their interest diminished, and nursing arts became 
singly difficult to teach. She was puzzled and irritated 
s seeming resistance to what she considered important 
ing a good foundation in nursing. Added to this was 
further concern about their fault-finding, expressed in com- 
plaints over such matters as the everlastingly poor weather 
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conditions, the dining-room service, and bathroom plumbing. 
She hopefully attended classes and workshops on the dynamics 
of behavior in search of some ready explanation and conse- 
quent resolution of her dilemma. The result was that she 
found herself intensely involved in trying to understand her 
own feelings about why students reacted as they did. 

Through her study of behavior dynamics this graduate stud- 
ent became aware of the part she might be playing in con- 
tributing to the negative attitudes of students in her nursing 
arts classes. She acknowledged the necessity for learning as 
much as possible about her own self in order to guide the 
student toward better self-understanding and self-acceptance 
and. thereby, acceptance of responsibility for her own actions. 
Then, too, she wondered about the varying backgrounds from 
which the students came and how former experiences pre- 
disposed them to meet the necessary restrictions of a pro- 
fessional discipline. Knowledge of how cultural and social 
influences shape a developing personality seemed helpful in 
understanding certain reactions to nursing experiences. But 
she felt that the situation to which the student was reacting 
also required some thoughtful analysis. Questions were then 
raised about the stifling of individuality when established goals 
of professional preparation fail to take into account the per- 
sonal values and the goals a student has set for herself. 

This instructor’s former irritation about “why can’t she 
follow the directions which seem clearly enough stated,” was 
now resolved by wonder about “how can she be all things to 
all people,” in meeting the expectations of doctors, instructors. 
supervisors, head nurses and patients. Previous concern about 
a student’s apparent irresponsibility was replaced by aware- 
ness of a fundamental need for her to grasp at anything of the 
moment which made her feel secure and kept her from ‘feeling 
the pain of conflict. She saw reactions to feelings of insecur- 
ity take different forms. For instance, some students took the 
line of least resistance and automatically responded to what 
seemed expected of them without becoming deeply involved in 
anything. Others were hostile or aggressive when established 
stereotypes of a good supervisor or teacher did not stay in 
their fixed categories. Helplessness about being able to please 
everyone was sometimes resolved by defiance in covering up 
feelings of inadequacy. 

The analysis led to further consideration of the basis of 
authority relationships. As a graduate student, she was made 
aware that respect for authoritative superior knowledge and 
skill is likely to be learned early in life and then transferred 
to positive authority relationships in nursing. On the other 
hand. early negative experiences with authoritarianism tend 
to foster sensitivity and rebellion to this rather widely preva- 
lent aspect in nursing. Herein she considered the necessity 
for her teacher-self to be alert to any dominating tendencies 
such as emphasizing her own values to the exclusion of their 
meaning for the student. She looked for the different forms 
by which authority problems of students are expressed and 
noted the extremes as passive acceptance and active aggression. 
She came to realize that the self-understanding of the teacher 
helps to initiate the self-understanding of the student. Self- 
discipline then safely replaces many of the rules and regula- 
tions governing group life. 

Further consideration to what this teacher found out about 
herself and its possible bearing on the attitudes of students 
in her classes will be discussed in the next article in this 
series, where, also, will be included the relation to this subject 
horne out by the Newton-Wellesley Hospital study 
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This is Part I of the prefatory 
speech byau idely respected teacher 
and writer at a Workshop on 


The Dynamics of 
Teaching 


Profe ssor o] Educational and Social Psyc hology, 
College of Education at Wayne State University 


by Marie I. Rasey, Ph.D. 


UITE early in my teaching ex- 
perience I became very much 
concerned about the amount 
of talk adults—parents and teachers 

use with children. As a child, I 
had experience a-plenty from my 
mother, who sometimes used semi- 
colons but had no use for periods. 
I've always thought that the horse’s 
mouth is a fine place to look when 
you're concerned with horses’ teeth, 
so I unwound the necessary red 
tape (anyone who has tried to do 
any research anywhere knows about 
that) and got permission to go into 
some schoolrooms in Detroit. We 
began with the fourth grade and 
went up through the eighth; the 
fourth, in my experience, is the 
level on which children have gotten 
past the point where just pushing 
the pencil is a chore and can use 
their writing skills for communica- 
tion. 

We questioned about six hundred 
school children, just enough to show 
which way the wind blows and not 
enough to establish any great facts, 
to be sure. We asked them, “Why 
do you suppose grown-ups scold 
children?” and “Do you think it 
does any good?” The children were 
very generous, as I have always 
found them to be. Almost all of 
them said that they guessed that 
the adults thought it would help; 
they were somewhat dubious about 
whether it did help. 

In one particular sixth grade, 
where the children were about 
twelve years old, I handed out the 
papers and gave my directions, and 
most of the children went to work 
writing immediately. One little girl, 
instead of writing, chewed on her 
pencil and kept looking at me, so I 
moved over to her and said, “Could 
I help you?” She said, “Yeah, now 
scolding, do you mean talkin’ at or 
talkin’ to?” I said, “I’m not sure I 
know the difference.” ‘Oh, yes,” she 
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said, “when they talk at you they’re 
awful mad. They’re so mad they 
don’t care at all whether you un- 
derstand what they say or not.” 
When I asked what “talking to” 
meant to her, she considered a 
moment and then said, “Well, I 
guess they ...uh... I guess they 
kinda want you to understand, but 
they’re still so mad they don’t take 
much pains.” It seemed tc me that 
if a verb is to be known by the 
prepositions it keeps, I'd try one, so 
I asked, “What would you say about 
talking with?’ She looked quite sur- 
prised and said, ““You wouldn't call 
that scolding, would you? That’s 
just helping you.” 

One of the problems that always 
arise when people undertake to 
think together, and _ particularly 
think together out loud, is what one 
of my colleagues calls “word 
troubles.”” We don’t all give the 
same meanings to words, and I 
think we have to be patient with 
each other, especially when we have 
to use abstract terms. If I were to 
say “dog” to a group of people, each 
of us would have an image of some- 
thing with a leg on each corner, a 
couple of ears, and a tail of some 
sort. Even though I may be think- 
ing of “Mr. Murphy,” my Irish set- 
ter who is a very large dog, and 
someone else may be thinking of 
her Chihuahua, we can still talk to- 
gether because there is enough dog- 
ness in each of them to give us a 
commonalty of experience. But when 
we talk about purpose, value, mean- 
ing, we have no tails and legs to 
rely on for a communality of image. 

Here’s another example of “word 
trouble.” A young girl who had 
finished her practice teaching start- 
ed on her first job in one of our 
Detroit schools in September. This 
girl was a very enthusiastic art 
teacher and had a lot of ideas for 
things to do about Thanksgiving, 


but on the Tuesday before the holi- 
day she found she’d used nearly al 
of her ideas and most of the ma- 
terial budgeted for this time, and 
there was still the problem of what 
to do on Wednesday. So, when her 
fifth grade class came in, she handed 
out drawing paper and crayon and 
said to the group, “Now wouldn't 
you boys and girls like to make me 
a lovely picture of Plymouth Rock?” 
All of the children but one became 
very actively engaged with their 
paper and crayon. The teacher walk- 
ed around to the one inactive child 
who had recently come to Detroit 
from a rural area in the South, and 
said, “Didn’t you want to make me 
a lovely picture of Plymouth Rock? 
“Oh yes, ma’am,” he said, “but | 
didn’t know, do you want a hen ora 
rooster?” 

Adults can afford to laugh at this 
because we know both the historica 
(and geographical) Plymouth Rock 
and the Plymouth Rock chicken, but 
it was an unfortunate situation for 
our young teacher because she was 
a city-bred person who didn’t even 
know, as she told me somewhat in- 
dignantly later, that chickens had 
names. 

The teacher only knew history 
The child only knew poultry. What 
happened? The teacher sent the 
child to the principal as a disci 
plinary measure because “he had 
been smart.” Of course he was 
smart; he knew more about “plaid 
chickens,” as he called them, that 
she did. He was smart, but it hac 
not been his intention to act smart 
It’s easy to fall into that kind of 
difficulty if you happen to be tht 
ignorant one in a position of al 
thority. 

Although the terms “teaching 
and “learning’’ have been so long 
associated that they’re used a!most 
interchangeably, they are not in th 
least degree interchangeable. |.cav 
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ide the details of the learning 
ss, we're discussing now this 
lifficult business, the dynamics 
aching. In a way, it’s a bit 
ird for me to do this, because 
e just about convinced myself 
nobody ever has taught or ever 
each anybody anything. I sus- 
that “to teach’’ should really 
intransitive verb, and I doubt 
we “teach’’ a student any more 
we “learn” him. I’m inclined 
ink that the teaching process, 

we wish to facilitate (and 

the learner wishes to have 
itated) is not approached in a 
t way. The major business is 
business. We have long 
yn that we can lead the learner 
but we can’t make him 
How we've tried! We've 


perfumed the water. We’ve 


layed slow music. These all help to 


ret 


mains 


iri 


fere 


him to the tank, but the fact re- 
that he must do his own 


iking. 


L 


et us look from a slightly dif- 
nt point of view at this trouble- 


some problem. We hire out and sign 


yn 


not 


Whi 


ve 


idl 


my 
A Lit 


Civ 


se facts 


tracts to teach, but I for one am 


really sure that I can do it. 
it has confused this issue is that 
have new facts, or at least facts 

have been newly validated. 
concern how we per- 
e. Where does this that we know 


come from? If we look even casual- 


at this material, it 


calls for 


hanges in the concepts which have 
been commonly held about teaching. 


Let 


me turn this abstraction into 


meretion. Once I saw a little dog 
ming down the street one way and 


two 
ing 
nd 
Vv 
nd 


in 


boys about nine years old com- 
along the other way. The boys 
the dog met at the corner. One 
leaned over and patted the dog 
talked to him as young boys 
and straightened up to say 


something to his companion, but the 


the 
He 


Vas 


‘rr boy was back down the street. 
had come back four houses, and 


up on the porch rail with his 


rms clamped around the porch post. 
low many dogs were there? Quite 


bvic 


tau 
by 


he 


rt< 


Py 


lid 


PY 
W 


jusly there were legs, ears, and 
for one creature; but equally 
lusly there were two dogs. For 
hild, the dog was a new play- 
For the other boy, the dog 
a menace. 
rhaps this second boy felt as 
me of the children at our re- 
h center at Rayswift. When a 
child comes to us, we usually 
visit Mr. Murphy in his run- 
He’s a big dog, a very friendly 
The visit is a quick way to find 
ow a new child is oriented to 
ge things and creatures. I can 
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often get a pretty clear pattern of 
a child’s anxieties by watching 
them. This particular little girl, born 
in a concentration camp in Europe, 
yas five years old and had more 
than the usual amount of anxiety. 
When we came up hand in hand to 
look at Mr. Murphy, I could feel a 
shudder go through the little body. 
So we stood well back from the 
fence. This disappointed Mr. Mur- 
phy, who likes to have his friends 
close to him. He stood up—about 
six feet tall—with his front paws 
on the top of the fence, and he was 
what I call laughing. He was ob- 
viously pleased, for his tail was 


wagging. On his face was the kind 
of grimace that’s about the best a 
big dog can do in the way of a 
smile. As he opened his mouth, all 


his teeth showed, of course. The 
little girl cringed a bit, and I said, 
“See, Mr. Murphy is a friendly dog. 
Look, his tail is wagging.” “But,” 
she said, “I’m not afraid of that 
end.’”’ Anyone would suppose that 
an adult would realize that, yet 
there I was talking about the tail 
when there was an open mouth full 
of big, strong teeth. What’s the use 
of talking about a wagging tail when 
you're wholly concentrated on such 
a mouth? 

Now, if we think about teaching, 
and we still continue to call it this, 
we realize that everybody is seeing 
everything differently. Everyone is 
hearing differently. We must re- 
member this in order not to make 
the mistake of thinking all members 
of a class are alike. If my mind says 
to me, “a group of nurses,’”’ this is 
in a sense a description. What it 
really is, is not twenty or thirty or 
forty people just alike; they are 
twenty or thirty or forty personali- 
ties, not one of whom has ever been 
before. If we are to believe our bi- 
ologists, and I believe them, there 
never will be again another like any 
person who has lived. Each person 
is unique, and it is our differences 
which make us useful to life. It is 
not our likenesses, but our differ- 
ences, that are significant in our 
total society. 

If any of us teachers should ever 
get one of those groups that we 
dream about, where everybody knew 
just exactly the same thing, what a 
group it would be! Nobody would 
have anything to contribute to any- 
body else, because everybody else 
would already know it. What an un- 
profitable class, with nothing to 
share! It is a curious fact of human 
relations that it’s likenesses that 
seem to draw us together, but it is 
our differences that we fulfill. It is 
with these differences that we ‘fill 


full” in our meaningful 
sonal relationships. 

If this should be even half-way 
right, the teacher’s function becomes 
quite a different task. The teacher 
was once thought to be an auto- 
cratic purveyor, rewarder, and pun- 
isher. She was supposed to get filled 
full (I'd prefer to call it ‘“full- 
filled”) with factual matter. Then 
she had to find somebody empty of 
these things so that she could pour 
out and the learner had poured in. 
Then came examination time and the 
learners regurgitated. That left 
everybody poorer. The learners gave 
it back to the teacher who had al- 
ready given it. 

They tell a story in the University 
of Michigan about a young man who 
kept such beautiful notebooks. He 
always carried a fountain pen with 
red ink and one with blue. He wrote 
with blue and he underlined with 
red, and these notes were works of 
art. When he finished his fourth 
year and went home, his parents 
thought, because of the nice armful 
of notebooks, that he must be very 
weary. They planned a nice 
for him. his armful 
of notebooks tn i blue 
notes, in the attic again he chim 
ney, and they 
While they 
burned. The boy 
college. 

The 
passed from this 
ness to a more 
Yet here and 
of the old, like Ali 
grin stayed after the 
Sut even that passed. If teachin 
this other job, it requires : 
and skill beyond anythin; 
has ever taken before 

It looks as igh f us 
creates his own knowledge by his 
own experience with it. Yet each of 
us also wants to know a great many 
things for which he cannot provide 
himself first-hand experience. Then 
he must be satisfied with getting it 
second-hand. As our television an- 
nouncers distinguish between “live” 
and “canned” programs, so we value 
“live” own experience highest. Lack- 
ing it, we prefer second-hand ex- 
perience to no experience. With di- 
rect experience, we may know; with 
indirect, we may only know about. 
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A simple experience of my own 
gave me some insights which have 
been helpful. In Michigan we do a 
lot of week-end conference business. 
We have lots of lakes, and some are 
equipped to take a hundred or a 
hundred twenty-five people for a 
weekend. We get away from tele- 
phones and desks and the demands 
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of families, and we get a lot of 
heavy thinking done. One of these 
places lies a couple of hundred miles 
north of Detroit in the conservation 
area. For part of the year, conser- 
vation officers are trained there in 
the middle of the forest; at other 
times, the place and the equipment 
are for rent. One day at dinner I 
said to the conservation officer, 
“It’s wonderful that you people have 
this kind of facility. We can come 
here and think; we have so much 
change going on in education, and 
it’s so easy to be swept off our feet 
by a bright idea. Nothing but work- 
ing and thinking and arguing about 
it brings us to any certain truths.”’ 

The conservation officer’s 
opened wide. “‘Change, in education? 
My goodness, don’t two and two still 
make four? I thought this was all 
fixed.” 

I told him, ‘‘Well, I thought that 
about your work.” 

“Ours? Why, we don’t do a single 
thing we did ten years ago!” 

“Well,” I said, “I supposed you 
folks had kind of a set job. Don’t 
you saw off the branches that the 
wind doesn’t quite break off, and 
paint the wound? Don’t you take 
hay to the deer when the snow cov- 
ers everything, and so on?” 

He brushed all that aside and 
said, ‘We just don’t do a thing we 
did ten years ago,” so I asked him 
to tell me about it. 

“Just about ten years ago this 
season,” he said, ‘“‘we got a directive 
to have more quail and more pheas- 
ant in shooting season. The only 
sensible way to do that was to raise 
some pen birds and put ‘em out.” 
(By “pen birds’ he meant birds 
raised in pens.) “So we raised a lot 
of pen birds and when they were 
adolescent, we put them out on the 
range.”’ 

“T suppose 
thing ?”’ I asked. 

“Fixed it! By hunting 
there wasn’t one more pheasant or 
one more quail than there’d ever 
been.” 

“How did you account for that?” 

“We couldn’t. So they sent us out 
the next year to watch. We spent 
all our time out watching what hap- 
pened.”’ 

“What did you find out?” 

“We found out we were compar- 
ing the wrong items. We compared 
the number of young birds we put 
out with the number of adult birds 

and we should have compared the 
number of young birds we put out 
with the number of thorn bushes.” 

“With what?” I asked, thinking I 
couldn't have heard right. “What in 
the world has a thorn bush got to 


eyes 


that fixed every- 


season 
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do with quail?” 

He explained that the quail has 
two major enemies, one above and 
one on the ground. The one above, 
the chicken hawk, has a first-rate 
eye to mark a small fowl far below 
and swoop for him, but he doesn’t 
swoop into any thorn bush. The 
enemy on the ground, the weasel, 
doesn't risk his eyes, either, in those 
thorn bushes. “So,” he said, “the 
quail population was in proportion 
to the number of thorn bushes to 
protect them. The chicken hawks 
and the weasels got the rest.” 

“We had to go out,” he said, “‘and 
argue with the farmers not to cut 
out the thorn brush from their 
hedgerows. If they’d already de- 
stroyed them, we got them to let us 
plant some more.” 

When I asked whether the pen 
birds they put out after the thorn 
bushes were provided had survived, 
his answer was: ‘We didn’t need to 
put out any more pen birds. The 
quail took care of their increase as 
soon as the habitat was right.” 

In my state we have a movie, 
Skippy and the Three R’s, about 
a second grade teacher who takes 
her students to a hardware store. 
One teacher who had seen this film 
took her second grade to the local 
hardware store and, as_ fortune 
would have it, the president of the 
school board came in for some nails. 
He looked at her and said, “Miss 
So-and-So, what are you doing here 
with all of these children during 
school hours?” She answered, quite 
rightly, “‘Teaching reading, by get- 
ting some experience about bi- 
cycles.”’ Bicycles were the prime in- 
terest of this particular group. I 
was on the board at the time, and I 
had quite a little explaining to do to 
the president of the board before 
he understood what it was all about. 

And what has this to do with 
teachers and teaching? The people 
whom we teachers teach are neither 
quail nor pheasant. I wouldn’t be 
much surprised, however, if the life 
stuff is the same, and the questing 
which is a characteristic of all that 
lives quests in humans on higher 
levels and with what seem to be 
more worthwhile purposes. For this 
reason I am inclined to think that 
the major item in any kind of edu- 
cation is habitat. The dictionary de- 
fines “habitat” as “that state of 
nature in which a species is at 
home.” This is easy enough to de- 
fine for the quail and the pheasant 
and a lot of other things, but for the 
human young or for the human, in- 
deed, on any level, what are the 
conditions where he is “at home’’? 
Two things come out fairly clearly 


at this stage. One is that the h: man 
who has so much in common with 
what we please to call simpler orm 
of life, is characterized by his ; »ijit, 
to question and to delay res) onge 
He can ask why and where ani 
what for. He has charge of his ener. 
gy, whether he withholds 
whether he spends it. 

As a teacher, I must first 
assess the habitat. Has it the stuf; 
to feed curiosity? I think we don 
have to awaken curiosity. It is na. 
tive. We help the learner to exploit 
his wondering until he has found 
answers. One of my students com. 
plained that “The trouble with th; 
questions you raise is that the, 
don’t have answers. They have ; 
litter of other questions.” This js 
the way of many of our questions 
they only raise more questions for 
which in turn we must find answers 

What I am proposing I think any. 
one can see is a very difficult thing 
when we compare it to “preparing 

getting ready beforehand. It 
strange that we thought we could 
do that in a world of change—tha' 
we could prepare, be equal to ‘be- 
forehand.” In a world of change w 
shall do well if we help students t 
be adequate equal to “at the 
moment.” I used to prepare quanti- 
ties of factual stuff and I gave it 
out generously. I liked to share m 
experience and now I understand 
why. There isn’t anything anyon 
of us owns that we have paid as 
much for as we have for our ex- 
perience. It’s like those times when 
we've been persuaded to buy a to 
expensive hat. The closing argument 
always is, “It’s such good materia 
you'll be able to wear it next sea- 
son.” Next season it looks peculiar 
but we can’t bear to throw it away 
We paid so much for it. Somebod 
ought to be able to use it. So th 
quest: for somebody who will wear 
the hat relieves our conscience 
little. 

What do we have to do to fulfil 
our roles as teachers? I think that 
we must first assess the habitat 
Has it the stuff that will perm 
exercise of the questing, questioning 
nature of learners? If it hasn't, tt 
must be enriched, for we go farthe! 
and we don’t get so tired, when w 
work under our own steam. 

In assessing the environment, wi 
must also be something like cafe 
teria managers who place essenti 
foods where they’re most accessibli 
and put the pickles and the cané) 
where they're less so. We must make 
it easy for the learner to find wha! 
he ought to have and less easy t 
get what he doesn’t need. 

And what about the teacher: 
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? What the teacher does is| 

rect result of what the teach- 
er What she knows is a com- 
ponent, but what she is, is the cru- 
cial :aatter. She must have the cour- | 
age to admit mistakes or weaknesses 
and courage enough not to need 
authority as a Weapon. Fears, or 
rewards and punishments, and 
grades, too, barriers between 
those who and those who 
lear! 

Perhaps the hardest thing for a 
teacher to do is to get rid of a feel- 
ing of insecurity. When a teacher 
joesn't know and has the courage 
so, students respect her. 

Perhaps our own fearfulness is 
not as great a hazard to our meet- 
ing as the fearfulness of our stu- 
dents. One simple way to get around 
the barrier is to use the pronoun 
we’ most of the time. Life has be- 
ome so complex that no man can 
live to himself alone. ‘““‘Togetherness’”’ 
is more than a matter of religion, 
wr philosophy; it means survival, as 
well. 

Our major problem is to get rid 
of the imagery of our old narrow 
ways of teaching and project before 
is another type of picture which 
will permit us a larger freedom, a 
greater usefulness to our students. 


One other thing that deters us 
can be illustrated by a story they 
tell in Detroit about something that 
happened on our broad Woodward 
Avenue. The story goes that a police- 
man on his beat, about half past 
two in the morning, came along 
here and saw a man walking a great 
ircle under the arc light, so he call- 
ed out, “Have you lost something?” 
Yes,” said the man, without rais- 
ing his eyes, “I lost a twenty-dollar 
bill.” So the policeman walked the} 
circle several times with him, but| 
the pavement had been washed, and | 
it was bare and clean. Finally he| 
asked the man, ‘‘Well, where’d you 
lose it?” Again without looking up, 
the man said, “Over in the alley.” 
Then why are you looking here?” | 
asked the policeman. The man said, | 
“The light’s better here.” 

It seems to me that teachers often 
look where the light’s good, finding 
f with the textbooks, finding 

with the curriculum, finding | 
fault with the students. “For 
heaven’s sake, what do they teach 
them before we get them?” is the 
common ery. Perhaps what we need 
is a mirror. Perhaps what we need, 
really wish to improve our- 
s as teachers, is to look at our 
‘tions in the people with whom 
ork. 
Two 
i) 


are 
teach 


to say 
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This author says: ‘Recently, during a course in public health nursing 

which followed my affiliation in psychiatric nursing, | became acutely 
aware of the need for the nurse to know the why of the patient's illness, 
his adjustment to it, and what he is likely to return to when he leaves 

the hospital. The following account represents some of the ways in which 
nurses may integrate principles of public health and mental health nursing."’ 


T was almost dark on a bleak No- 
Bt veuber day when I returned to 

the office. It had been a full day 
and a long one. However, as | placed 
my little black bag on the shelf and 
sat down to rest a minute, I had a 
great satisfaction that my day had 
been well spent. I pulled out the cards 
on the families to whom I had admin- 
istered care that day. The Byrnes’ 
record was the first to which I re- 
ferred. In recalling my visits with this 
family, I realized that this had been 
my first real experience in applying 
psychiatric nursing principles and pro- 
moting good mental health in family 
care. I had learned from them that a 
nurse must observe the total environ- 
ment and its influences as well as the 
individual patient. 

I made my first visit to the Byrne 
family when Grandma Ann was recov- 
ering from a fractured right femur 
five years ago. Grandma Ann was 70 
years old, living with her son Joe, his 
wife Marie, and their two children. 
I remember thinking, on my first visit, 
how obstinate Grandma seemed to be. 
She greeted me with, “Why are you 
here? There’s nothing you can do for 
me.” I ignored this statement and pro- 
ceeded with my assignment. I tried 
in vain to persuade Grandma Ann to 
get into a chair, but she insisted on 
staying in bed because she was afraid 
I would let her fall. Every nursing 
procedure called for a most careful 
explanation. 

After the first few visits Grandma’s 
leg was getting stronger, but Grandma 
wasn't any better. I felt myself getting 
impatient with her when she said. as 
she had said many times before, “I’m 
just in the way here.” Then I realized 
how important this was to her, and | 
sat down beside her and asked, “How 
do you Grandma be- 
gan to tell me about her real illness. 
She no longer had her own home. Even 
now that she was living with Joe. she 
couldn't help with the housework or 
the children. She had been accustomed 


mean?” Slowly 


to taking care of others and now she 


had become so dependent. In her own 
words she said, “It’s just as though | 
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shouldn’t be 
anyone.” 

Grandma Ann wasn’t asking that | 
solve these problems, only that I might 
see them as she them, that | 
might understand why now life seemed 
so difficult. She needed acceptance, a 
friend could offer reassurance. 
encouragement and_ perhaps 
some suggestions about how she might 
make her life more livable. 

Our visits after this pro- 
vided for Grandma Ann a chance to 
give vent to her pent-up feelings and 
the attention she received served as a 
crutch for mental strength just as the 
cane provided her with physical sup- 
port. She began reading to the children 
so that Marie could take care of the 
housework. Knitting, which had 
always liked to do, but never could 
find the time for. became a 
pleasant pastime. Yes, Grandma was 
getting better, though on occasion she 
still felt like a family problem, 

I was so proud of Grandma Ann. 
and really proud of myself too, when 


alive. I'm no good for 


saw 


who 
even 


always 


she 


now 
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I went to the kitchen to see Marie, but 
to my surprise | found her sitting by 
the window crying as if her heart 
would break. She straightened up and 
batted her eyes as | came through the 
kitchen door. She tried hard to dis- 
euise her sorrows while we talked, and 
| pretended not to notice anything. | 
asked if she had been able to plan 
Grandma’s diet along with the family 
meals. Marie said that the printed list 
of foods I had given her had been a 
great help and that she felt she had 
done the best she could in following 
my suggestions. There seemed to be a 
note of resentment in her tone of 
voice and I told her that I felt Grand- 
ma Ann’s progress showed that she had 
been taking good care of her 

At that point, I realized that I had 
struck upon a topic which may have 
been one of a number causing the 
recent tears, for the 
sobbing started all over 
seemed to me that there was no time 
like the present to lend an ear and 
see if I could contribute to the mental 
health of an apparently very unhappy 
wife and mother. 

Marie was able to talk 
told me about how she had met Joe, 
what she had expected in marriage, 
and what she felt she had not received. 
She had the basic knowledge for 
structuring a good Christian family, 
com- 


uncontrollable 
again. It 


freely and 


plus the human desires for a 
fortable home. Marie’s 
were: 

“We hadn’t been married long until 
I realized that Joe was still quite de- 
upon his mother, and she 
upon him. | seemed to be an extra in- 
stead of a part of his life. As time 
went on, with the children and _ all. 
Mother Ann seemed resentful of Joe’s 
having to assume so many responsibil- 


own words 


pendent 


ities ‘so young and all’ as she used to 
say. 

“| began to nag at Joe, feeling that 
marriage was not turning out the way 
| had wanted it. My home and family 
did not seem to be developing with the 


happiness and love I had wished to 
build them on. Joe didn’t seem to be 
the same man that I had married, and 
he became so depressed and_ with- 
drawn. I had to seek help and get 
some peace of mind. So I turned to 


our family physician and he referred 
us to the Mental Hygiene Clinic. Later, 
when Joe was hospitalized, Mother 
Ann seemed to blame me for this. 
saying that Joe was a perfect son until 
we married. 

“The two years that followed must 
nightmare for him and 
they certainly were fear-filled ones for 
me. However. his return home was a 
glorious day. We picked up with our 
hopes and dreams and for one year 
things ran smoothly. And now today 


have been a 
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you find me in tears! I try so hard to 
hide my feelings. Since Mother Ann 
has come to live with us, we have re- 
arranged our lives around her. Joe 
tries hard to keep her in her own 
corner of our family block, but there 
are times when she seems to want to 
dominate the entire family.” 

[ had listened intently, and I re- 
member how enlightened I was and 
how much better equipped I felt to 
satisfy the nursing needs of this entire 
family. | had a better understanding 
of the insecurities that Grandma Ann 
was experiencing and certainly more 
awareness of the anxieties which were 
mounting in Joe and Marie. These 
were anxieties which, had they gone 
unnoticed, would have hampered them 
considerably in their working toward 
a happy home. 

Marie expressed appreciation for my 
willingness to listen. She said that she 
felt much better, She promised she 
would look more hopefully to the fu- 
ture and to her assistant-nurse role in 
caring for Grandma Ann. | had ap- 
parently served a useful purpose as an 
outlet for Marie’s anxieties and 
tilities. Releasing some of these ten- 
sions seemed to help Marie; after she 
had talked about her feelings, they 
seemed not so overwhelming. She now 
felt more capable of working through 
this situation. 

I realized from my talk with Marie 
that she and Joe, as well as Grandma 
Ann, needed the support and encour- 
agement which I as a nurse could give 
them. Furthermore, by continuing my 
interest, | can help prevent their feel- 
ing alone or helpless in solving their 


hos- 


problems. 

A knock at the door brought me out 
of my reminiscing mood and to a sud- 
den realization that I had spent en- 
tirely too much time reviewing one 
family situation. Mrs. Casey, the dis- 
trict supervisor, had passed my door 
to see if | was about finished with my 
day's work. After assuring her that I 
was, I proceeded to jot down my re- 
ports on the day's records. 

My first entry for this day was a 
record of a pre-natal visit to Marie 
Byrne. She is having her third preg- 
nancy. Knowing the family history and 
the emotional disturbances which were 
in it, | found the visit an opportunity 
to encourage good mental hygiene dur- 
ing this pregnancy. Marie really does 
seem happier now than when I saw 
her last. She has grown to a better 
realization of the part she plays in 
God's plan as a wife and mother and 
has acquired the ability to face life 
more objectively. 

Marie told me that cardiac decom- 
pensation has forced Grandma Ann to 
return to the hospital, On my way 
back to the office I stopped in to see 


how she was coming along and 

not too surprised to find that s| 

developing “hospitalitis.” In fa: 

enjoying the attention < 
and young nurse aides 
seemed to have time to chat wi 
while they gave her care. The: 

undoubtedly days when she is a 

lem to herself, but all in all 

approaching the evening of lif. 

full anticipation of her spiritual 

and a willingness to step on 

shore of eternal life. 

It is hoped that this narration 
illustrate the need for keen obser, 
tion and sensitivity to the menty 
health as well as the physical need 
of patients. Those who are engaged j 
public health nursing hold a uniqu 
position. From a_ preventive sta 
point, much can be done to guid 
those who are emotionally ill towa 
sources of help. While the ment 
health problem continues to take 
momentum, new avenues of treatmer 
are also being employed. The result: 
are that more and more the menta 
ill are remaining in their homes wh 
receiving day treatment in general hos 
pitals or local clinics. Many who ha 
been hospitalized for years are bei: 
restored to their families or are bein: 
returned to society by the family ca 
plan. 

Thus the public health nurse, 
many instances, serves as a strong link 
between the social workers and t! 
hospital personnel. She follows up th 
patients who are being rehabilitate 
to the status of social usefulness ar 
personal happiness in daily adjus' 
ments. She has opportunities to ¢ 
velop an understanding, cooperativ 
therapeutic relationship or mili 
which few other nurses will find. 

The nurse in public health will w 
doubtedly have a closer profession 
relationship in the days to come wil 
those of us who are engaged in ps\ 
chiatric nursing. Each is learni 
from the other about the welfare ‘ 
human beings. As a _ result, 
consideration of patient needs, in 
lation to the environmental factor 
which inevitably influence the immed 
ate illness, contributes to more effe’ 
tive application of mental hygiene 
public health nursing. 
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derstanding Ourselves 
(continued from page 13) 


orees? By one or both of you? 
yw was it managed? Was any- 
ing done by either to reduce or 
nimize these feelings? 

low was non-verbal communica- 
yn expressed (body gesture, ex- 
ression) ? 

Were conflicting or ambivalent feel- 
es shown? Did either of you 
spond? 

What mechanisms 


lemonstrated, by either or both of 


mental were 


ou? 
Was hostility expressed in the in- 
erpersonal process? How? By 
both? How was it handled? 
What play? 
other person(s) ? 

Were your statements to the other 
realistic? Did 


The 


roles did you 


person sincere and 

they sound like you? 
What expectations did you have of 
person(s)? Were they 
Were you aware of any 
part of the 


the other 
fulfilled ? 
expectations on the 
other 
Were there 
were they 
fortable for 
mean to you? 
If you had the opportunity to re- 
peat this meeting, would you be- 
have any differently? Change any- 
thing? 

14) What did you learn from the total 


event? 


person(s) ? 
“cilent periods,” and 
comfortable or uncom- 


What did they 


you? 


The above is, in a sense, an evaluation 
{ our communications with one another. 
f we spent time thinking perceptively, 
talking things out with someone else, rec- 
enizing the external limitations of the 
b, and genuinely studying what hap- 
ns in our attempts at communication 
ith others, we are ready to analyze the 
process through which we have moved. 
If one accepts the theorem that most 
eople have what could be considered 
is severe personal problems (remember- 
g that most people also have the emo- 
mal stamina and wherewithal (de- 
enses) to deal with these problems with- 
ut psychiatric help, as we ordinarily 
nk of it), one can retrace and proceed 
gh three basic methods of (per- 

|) problem-solving: 


Recognition: Awareness that problems 
exist between people. (Those who have 
the most problems, job-wise, are the 
ones who, frequently, will not or can- 

recognize their part in the difficul- 

[t is always “the other guy’s fault.”) 

ptance: Once we are able to recog- 

e problems, we must then learn to 
ept them as ours—a part of us. 

stment: It is not enough just to rec- 

© nize and accept, but it is essential to 

something about problems—try new 
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approaches. The innate goodness in 
people should not appear only in an 
emergency. For example, if there is a 
big snowstorm, everybody gets to work 
and/or works long hours willingly; 
the statement is often heard: “You find 
out who your friends really are when 
there’s a death, serious illness, or ac- 
cident!” We can make the “innate 
goodness” a part of everyday living. 


Some of the old adages have, really, 
a great deal of meaning. If we can con- 
vince ourselves of their inherent worth, 
our interpersonal relationships are bound 
to improve. Food for thought are the 
following: 


” 


“Live and let live. 
pe aie 





“(S)he is more to be pitied than cen- 

sured.” 

“Walk in another’s shoes for a month: 

then pass judgment.” 

“Do unto others as you would have 

them do unto you.” 

Once we have begun the process of 
self-evaluation by of the tech- 
niques outlined above, we are ready to 
begin the next step—perusal of the prob- 
lems of communication as they arise in 
relation to our colleagues. The confusion 


means 


manifested in cluttered teamwork is the 
result of inadequate and misunderstood 
transmission of information. 


END OF PART ONEF 
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VACANCIES for graduate nurses and prac- 
tical nurses in the emergency room, operat- 
ing room and recovery rooms; also on staff 
duty. Apply to Directress of Nurses, St. Mary's 
Hospital, West Palm Beach, Florida. 
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California 
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